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CARCINOMA OF THE CERVIX 
ADEQUATE TREATMENT * 
C. Kinney, M.D. 
San Diego 
Discussion by A. R. Kilgore, M.D., San Francisco; 


—itS 


By LYE. 


Frank W. Lynch, M. D., San Francisco; William E. 
Costolow, Los Angeles; Lyle G. McNeile, M. D., Los 
Angeles. 


HE treatment of carcinoma of the cervix in 


this country has swung almost entirely to 
radiation. There has been ample reason for this. 


Radiation treatment has little morbidity and almost 
no mortality, and in the hands of expert radiolo- 
gists, has given as high a percentage of five-year 
cures as has expert surgery. Inadequate radiation, 
although not producing cures, has brought about 
relief of symptoms and gratifying temporary palli- 
ation. Surgery of carcinoma of the cervix pre- 
sents unusual difficulties. Except in the uncommon 
early case, simple hysterectomy is useless and in- 
volves the penalty of cutting through active car- 
cinoma. Radical surgery comparable to radical 
breast surgery claims an unjustifiable mortality in 
the average hospital, and failure to recognize the 
limitation of surgery with attack on inoperable 
cases has had a discouraging morbidity as well as 
a high operative death rate. 


INADEQUATE RADIATION 


In spite of the recognition of radiation and the 
large percentage of cures from radiation, the diffi- 
culty in attaining adequate radiation of carcinoma 
of the cervix is as great as is adequate surgery. 
Inadequate radiation is more futile than simple 
hysterectomy, while over-radiation or errors in 
judgment and technique result in extensive ulcera- 
tion and necrosis, with intense suffering. A care- 
ful evaluation of the final results of radiation in 
general practice is not as encouraging as the re- 
sults of expert surgery in this condition. 

Recent reports of a few outstanding surgeons 
such as Bonney,’ Adler * and Lynch,* show a per- 
centage of five-year cures equal to that of the large 
clinics using radiation alone. Their results in the 
very early operable cases, especially where surgery 
has been combined with pre- or postoperative radi- 
ation, are unique. Increasing experience with 


* Read before the Radiology Section of the California 
Medical Association at the sixty-second annual session, 


Del Monte, April 24-27, 1933. 





adequate surgery will probably result in a return 
swing of the pendulum and a wider use of surgery 
in the treatment of carcinoma of the cervix. It is 
therefore timely to question what are the indica- 
tions for surgery or for radiation, and what con- 
stitutes adequate surgery and adequate radiation? 
EARLY RECOGNITION IMPORTANT 

Carcinoma of the cervix is rarely discovered 
early. Cases in group 1 under the Schmitz classi- 
fication, where the growth is limited to the canal 
or covering less than one centimeter of the face 
of the cervix, are symptomless and usually dis- 
covered accidentally. Beyond these rare early 
cases we are dealing with a problem similar to 
that of carcinoma of the breast. Extension to the 
broad ligaments and metastasis of the lymph 
glands must be expected in every case. Martzloff * 
found microscopic carcinoma in the parametrium 
in 30 per cent of his operative cases, and Leveuf § 
found metastases to the lymph glands on the pelvic 
wall in 47 per cent of his operable group. Thus 
any attack upon carcinoma of the cervix must in- 
clude the adnexae and glands on the wall of the 
pelvis, and must be no less radical than corre- 
sponding therapy in carcinoma of the breast. 
Treatment that is directed solely to the cure of the 
local lesion of the cervix is no more adequate than 
the excision of a lump in the breast without the 
removal of the lymphatics in pectorals and axilla. 
Adequate treatment requires the removal or de- 
struction of possible carcinoma as far out as the 
wall of the pelvis and the bifurcation of iliac ves- 
sels. Whether attempted by surgery or radiation, 
the indications are the same. 


OPERABLE AND INOPERABLE CLASSIFICATIONS 


The division of cases into operable or inoperable 
or the grouping of them under any classification 
depends largely upon the personal equation of the 
operator. Hence the comparison of statistics re- 
garding the treatment of any one stage in car- 
cinoma is difficult. There is, however, remarkable 
agreement between the results of all the large 
clinics as to the total salvage of patients (Table 1). 
Whether radiation is used exclusively or where 
surgery is extensively used, the percentage of 
five-year cures from all sources is very close— 
approximately 23 per cent. The exception is 
Adler * of Vienna, who claims 32 per cent of five- 
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1.—Five-Year Cures (All Cases) 


a 


TABLE 





Ee ee 


Radiation Radical Surgery 


Ll | eer, Schauta - 22.5 
Bowing .. asnieiemeneill 23.0 Bonney ...... we 25.0 
ss eee 24.8 Wertheim ae: 
Healy iciissunisincnniays AAD TIN baescncaccnsocuensersaceste 20.3 

Note.—Total salvage with adequate treatment is the 


same whether treatment is by radiation, radical surgery 
or a combination of the two. 





year cures with the radical Schauta hysterectomy 
followed by postoperative radium and_ repeated 
deep x-ray therapy. 

In stages 1 and 2 of carcinoma limited to the 
cervix, the five-year cures from surgery or radia- 
tion are practically identical, averaging about 50 
per cent, but these results are obtained only by 
radical surgery or where the radiation is adequate 
(Table 2). The choice of the method depends 
largely upon the ability and experience of the sur- 
geon, and the question of operative mortality. 

What, then, is adequate surgery? Simple pan- 
hysterectomy has no place in the treatment of car- 
cinoma of the cervix, except in the accidental 
extremely early case. Lynch ® reports twenty-six 
cases treated through hysterectomy by competent 
surgeons without a single five-year cure. Accept- 
able results come only from the few expert pelvic 
surgeons who are able to do a complete radical dis- 
section of the pelvic lymphatics and keep their 
operative mortality low. Nothing short of a radi- 
cal removal of the parametrium and the adjacent 
lymph glands, as is exemplified by the Wertheim 
or Schauta operations, can be considered adequate 
surgery. l*urthermore it must be remembered 
that surgery is distinctly limited by the extent and 
microscopic classification of the growth. Only 
those cases of stages 1 and 2, where the growth 
is limited to the cervix without clinical evidence 
of extension, are operable. Also those cases of 
undifferentiated rapidly growing carcinoma of 
Broder’s type 4 must be eliminated. 


INDICATIONS FOR SURGICAL INTERVENTION 


There are, however, definite indications for sur- 
gery in the hands of expert and experienced op- 
erators. Lynch’s report * of 89.5 per cent of five- 
year cures in stage 1 carcinoma is evidence of the 
value of radical surgery in selected cases when 
combined with preoperative radiation. Two indi- 
cations for surgery are important. 

1. About 20 per cent of carcinomas of the cer- 
vix are not radiosensitive as is shown from three 
different angles. It is Healy’s * experience that 20 
per cent are not altered by preliminary x-ray ther- 
apy. In Healy and Cutler’s* survey of the cases 





TABLE 2.—Five-Year Cures (Operable Cases) 








Radiation Radical Surgery 
Ward III -sccanitidesniascenigun 58.8 
Regaud Schauta . 42.0 
Heyman ... Bonney ..... 39.6 
Burnham . ee 56.0 
Phillips . 52. Phillips .. 56.0 
IT cceicmns 55.0 PIE Sicsissdssosinccioaeseeninniin 58.0 





Note.—Results of adequate radiation alone or of radical 
surgery in the operable group are very similar. Radiation 
avoids the usually high surgical mortality. 
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at the Memorial Hospital, 20 per cent of carcino- 
mas of the cervix are microscopically of the adult 
fully differentiated type. Mayer® found viable 
carcinoma in 20 per cent of the cases operated 
three months after radiation, using the Stockholm 
technique. Thus early carcinoma limited to the 
cervix that is clinically non-radiosensitive, or that 
shows adult type of cell structure, is an indication 
for surgical removal. 

2. The occasional carcinoma with evidence of 
pelvic inflammation or salpingitis must be consid- 
ered surgical, as vigorous radiation threatens a 
dangerous peritonitis in these cases. 


WHAT IS ADEQUATE RADIATION ? 


What is adequate radiation in the treatment of 
carcinoma of the cervix? The radiation must de- 
stroy carcinoma cells over a wider area than does 
removal by panhysterectomy. It must be as far 
reaching and sterilize the lymphatics as effectively 
as does the removal by the Wertheim dissection. 
To be adequate, lethal radiation must be given 
throughout the true pelvis. I¢xpressed in terms 
of the amount of radiation required to produce a 
skin erythema, at least from 400 to 500 per cent 
of this dosage is necessary to destroy carcinoma 





TasLe 3.—Adequate Radiation (Five-Year Cures) 


—— ee 


7 ED 
Early Intermediate Advanced 
Bioward TAWlOr ...~.<cccccccmseccs 15% 41% 8% 
Mayo Clinic ............... 63% 21% 
DN oes tccetcacinsiiamsinazoes 73% 38% 27% 

Note.—With widely differing technique the results of 
adequate radiation are very close, 








cells in the majority of cases, and this amount of 
radiation must be evenly distributed throughout 
the true pelvis (Schmitz '°). 


VARIATIONS IN RADIATION TECHNIQUE 


There is a confusing variation in the technique 
used effectively in different clinics, but the results 
of experienced radiologists are strikingly similar 
irrespective of technique (Table 3). Whatever 
the method of application, the essential factor in 
any efficient treatment is to deliver lethal radia- 
tion to the parametrium and adjacent pelvic 
glands. This involves cross-firing these structures 
from several directions to the limit of normal 
tissue tolerance. It is not possible to project ade- 
quate radiation from the uterine canal alone, nor 
can it be given by external radiation alone. All 
variations in technique are based on the principle 
of cross-firing the entire pelvis with heavily fil- 
tered radiation to attain an even distribution of 
safe lethal doses (Table 4). 

The fact of wide variation in technique, each 
with treatment extending over two to four weeks’ 
time, is ample evidence that adequate radiation 
does not consist merely in inserting a capsule of 
radium into the cervical canal for a given number 
of hours. Any standard technique involves many 
important factors that must be accurately followed 
to give the intended radiation safely and distribute 
it efficiently. For example, the Stockholm tech- 
nique *! is not merely three applications of 2,200 
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Heyman , Stockholm 


. \G7(.  Radivm—3 mm lead filter 
\ | | Uterine applicator fills canal 
| | 7omg Vaginal applicators shaped to 
\ fit growth or crater and 


iF 80mg distend fornices. 
J treatments 20 hours each 
eae = Interval one and threc weeks 
if/ } Dosage - Uterine 2380 mgh 
\ iq [ 40mg Vaginal 4500 mgh 
J y) { Total 6880mgh 
Si ~~ \ 
“farils ) 80mg X-ray atter completion 
\ oe of radium 
Kaplan, Bellevue 
— ii 
= > ee Xray 100éto 4 arcas, 25% to 
( \k ) 40 two areas daily 
\ t ~~ Radium continuous 65mg. #to5 days 
\ A Filter. Uferus Imm. pl. 
el : ~\\ 5 Vagina 2mm pt.+ 3mm. rubber 
Af -) es (+) 5 


Dosage. Uterus 2000 mghr, 
Vagina 7500. 
/ 100 hrs\i.e.76 tol24). 


Tofal 6500 mghrs. 


Cutter, Michael Reesc. 


= X-ray 4areas 150r «44 = 600r to 


/ ) each area in 5 whs. 

\ | 2% 

\ { Radivin, continuous 80mg 80-l20hrs. 

\ | |. 5 Filtor, Uterus Imm. Pk 

a Vagina 15mmPt+3mm rvbher 

©) 77S \% | 0 Dosage. Both 5000 to 3750mghrs. 
ey ay < 
\ ae Total 6000-7500 

y fe 


Table 4.- 


suit the extent and character of the growth. 
and efficient total depth dosage. 


milligram hours of radium with a one and three 
weeks’ interval : it involves filtration with 3.0 milli- 
meters of lead and equivalent secondary filter. 
The cervical applicator must fit and fill the entire 
length of the canal of the uterus. The vaginal ra- 
dium must be applied in containers sufficiently 
numerous and flexible to distribute the radium ac- 
curately and evenly over the entire cervical 
growth, and at the same time to reach as far as 
possible out into the parametrium by distending 
the lateral fornices. This technique also involves 
deep x-ray therapy with very heavy (Thoraeus) 
filter. All of these factors are varied with the con- 
dition of the patient, the size of the vagina and the 
extent of the growth, and are based upon an enor- 
mous experience in both surgery and radiation. 
While only 120 milligrams of radium are used in 
any one case, a large amount of radium in many 


CARCINOMA OF THE CERVIX—KINNEY 


The six different methods illustrate the average technique used in giving adequate radiation. 
on the principle of cross-firing the true pelvis to the limit of safe tissue tolerance ; 


Healy, Memorial. 


X-ray. # ports 700 -800r within lO days 


Radium. 2 applications, one against 


1a00mghe & one in cervix. 


Filter. Cervix 0.5mm Pt or At 


\ | 
\ 
) | --- 2000mghe Vagina 2mm. Br. 


Dosage. Cervix 3000 mghrs. 
Vagina shaped applicators 
1000 - 2000 hrs. Total 5000 


Gold seeds 4-6 weeks for residve 


Schmitz, Loyola 


X-ray and Radivm Bomb,each,10 doses 
daily except Sun. to hes. 
X-ray 20% each dose.x 5 to900r 


Radium, 3 Mondays 32 hrs. each. 


Filter, Ag. 0.5, Br RS. 
Rubber 2.5 mm. 


\ F- 


25 

| on nal 
JIMNY) radbation 
Dosage, 1600 mghrs « 3, Total 7800 


/ Vone in agina. 


Bowing (Mayo Clinic) 
Dosage 


Cervical 2400hrs 
Uterine /200hrs. 
\ ) Vaginal 18oohrs 

\ Total 4szo00mgh 
2x TOORS 
“(Kray 200k\ 4 ports 
| during 4th wk. 


[™ 
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(<u \ (Ss 
/ \ 4 \ ! 

lach capsule 50mg. filter = 0.5 pt. 

Vaginal adds to 1% pt +1. em. rubber 

Alf doses 1/2 hrs. each inthree weeks time 


All are based 
all are varied in the individual case to 


In all the radiation from each source is carefully balanced to give a safe 


sized applicators is required to follow this tech- 
nique with any degree of accuracy. 


LIMITATIONS IN CERVIX RADIATION 


The radiation of the pelvis for carcinoma of the 
cervix presents very narrow limitations. Sufficient 
radiation must be given to destroy carcinoma cells 
throughout the lymph drainage area on the one 
hand, and the radiation must not destroy normal 
tissues on the other. Outside of these narrow 
limits too little radiation will not cure, and too 
much will cause intractable necrosis. To attain 
this optimum of radiation the amount given from 
each source, external, vaginal and uterine, must 
be determined and integrated in each case so that 
the total may be adequate. Furthermore, the safe 
lethal dose must be judged by the extent and cell 
character of the tumor. 








lor the average clinic with small amounts of 
radium (200 milligrams as directed by the Ameri- 


can College of Surgeons '* and ordinary deep ther- 


apy x-ray equipment), the essentials of all the 
standard techniques may be expressed as follows: 

1. A Careful Study and Preparation of the 
Patient——In addition to a complete physical and 
laboratory survey, the extent of the growth is de- 
termined and checked by cystoscopic or procto- 
scopic examination if indicated. The complete 
radiation program is laid out, balancing the dosage 
of radium indicated against the measured amount 
of x-ray required to give uniform effective distri- 
bution. If local infection is present it is controlled 
before the radium is applied. Biopsy at or before 
the first radium application determines the cell 
structure and grading. 

Radium in the Cervical and Uterine Canal. 
The radium applicators in tandem extend from the 
external os well above the internal os, preferably 
to the fundus. Proper filtration requires that the 
radium be inclosed capsules of 1.0 millimeter 
of platinum, or its equivalent, plus aluminum or 
rubber. The dosage varies from 2,500 to 4,000 
milligram hours, depending upon the amount of 
radiation given in the fornices and the time ele- 
ments of prolonged application or intervals be- 
tween fractional doses. 

Radium in the Vagina——Heavier filtration 
and greater distance are used to protect the thinner 
and more radiosensitive vaginal wall, and to com- 
pensate for the absence of the thick uterine 
muscle which serves both as filter and distance in 
the cervical and uterine applicators. The filter is 
increased to 1.5 millimeters of platinum and the 
distance to 7.0 millimeters. This permits the use 
of the vaginal radium for distant cross-fire of the 


adnexae without causing necrosis of the vaginal 
wall. The applicators distend the fornices as far 


out as possible to project a maximum of radiation 
into the base of the broad ligaments and the ad- 
jacent lymphatics. Aside from the applicators in 
the lateral fornices, one or more applicators are 
placed against the surface of the growth. The 
dosage in the vagina is reciprocal with that used 
in the cervix and also varies with the size of the 
vagina, the extent and character of the growth 
and the time elements mentioned above. From 
2,000 to 4,000 milligram hours are the usual limits. 
exceptions to the use of vaginal applicators are 
found in the techniques of Schmitz, Ward and 
Curtis. Schmitz '® makes up for the vaginal source 
of radiation by increasing his uterine dosage to 
4,800 milligram hours and doubling his external 
radiation, using the 4.0 gram radium cannon plus 
deep x-ray therapy to deliver approximately two 
erythema doses in addition to the uterine radium. 
Ward ** and Curtis ** attain the necessary cross- 
fire by inserting radium needles through the vagi- 
nal wall, but this enters an unnecessary risk 
without increasing the amount of radiation. 

4. External Radiation by High Voltage X-Ray. 
The addition of external radiation is indicated in 
all but the very early cases. Considering that 30 
per cent to 47 per cent of operable cases have 
metastases in the parametrium and pelvic glands, 
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and that the lethal dose of radium is limited to 3.0 
centimeters from the uterine and vaginal applica- 
tors, it is necessary to supplement the radium with 
x-ray if the outer zone of the pelvis is to be effec- 
tively treated. The amount of radiation and the 
number and size of the fields used depend upon the 
measurements of the patient and the amount of 
the radium given. The summation of the radiation 
from the radium sources plus the depth dose of 
x-ray must reach, but not exceed, the required 
lethal dose throughout the pelvis. 

In all but the early cases x-ray treatment prefer- 
ably precedes the radium. This reduces the size of 
the growth and the distortion of the cervical canal, 
and also diminishes the vaginal infection. The ra- 
dium applications are then made with greater ease 
and accuracy and less trauma, 

Continued Supervision and Subsequent Radi- 
ation.—The highest rate of cure is attained in 
clinics with the most complete follow-up system. 
Nodules that have not disappeared in six to eight 
weeks are implanted with seeds in gold or plati- 
num, or with small platinum needles restricting the 
dose to 120 milligram hours per centimeter. [*ol- 
lowing this the monthly or bi-monthly examination 
detects early recurrences that can be promptly 
treated by interstitial radiation or by small doses 
of heavily filtered radium in contact. Usually from 
700 to 1,200 milligram hours of contact radium 
are the maximum. Complete adequate radiation 
cannot be repeated without serious danger, but the 
discovery and local treatment of early recurrences 
add about 13 per cent to the number of five-year 
cures. 

COM MENT 


These five factors are essential to every ade- 
quate technique. The selection of a standard tech- 
nique by the radiologist will depend upon his 
experience and the amount and distribution of the 
radium available. But the selection of a standard 
routine should be definitely made, and all the de- 
tails carefully estimated, to ascertain that the ra- 
diation is safely and efficiently distributed. Any 
successful technique presupposes thorough train- 
ing in both gynecology and radiation. Whether the 
technique is that of continuous radiation, frequent 
broken doses, or weekly intervals is immaterial so 
long as a definite, carefully measured program is 
adopted and followed with accuracy and precision. 

What are the indications for radiation in car- 
cinoma of the cervix? All cases not strictly local- 
ized to the cervix should be treated by x-ray and 
radium. Early localized cases of undifferentiated 
cell structure are best treated by radiation. Where 
experienced radical pelvic surgery is not available, 
all early cases should be treated by radiation alone. 
Healy and Cutler * report 50 per cent of five-year 
cures even with adult type of cell structure in 
early cases. 

The outstanding results of Lynch * and Adler ? 
are based on a combination of radiation and radi- 
cal surgery in operable cases. It is, however, futile 
to attempt to use radiation to supplement incom- 
plete surgery. There is no indication for radiation 
to aid the result of a simple panhysterectomy. 
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The surgeon who does a hysterectomy and then 
sends the patient to the radiologist for “a little 
x-ray, or “a little radium,” is only trying to 
justify his surgical interference and has no con- 
ception of the place of radiation in adequate treat- 
ment. 

SUMMARY 


Adequate treatment of carcinoma of the cervix 
requires as complete and radical measures as does 
carcinoma of the breast. The parametrium and 
pelvic lymphatics are involved in from 30 to 47 
per cent of all operable cases, and metastases 
should be considered present in every case. Ade- 
quate surgery can be no less radical than the 
Wertheim or Schauta operation, and such surgery 
is indicated only in early limited carcinoma of dif- 
ferentiated cell structure, and then only in the 
hands of a few exceptionally experienced opera- 
tors. Simple panhysterectomy is not adequate 
surgery, and postoperative radiation does not make 
it adequate, 

Adequate radiation depends on cross-firing the 
parametrium and pelvic glands with heavily fil- 
tered x-ray and radium, with doses equivalent to 
radical surgery. The radiation from these sources 
must deliver a total of from four to five skin 
erythema doses evenly distributed throughout the 
true pelvis. The zone of adequate radiation lying 
between incomplete treatment on the one hand and 
distressing over-radiation on the other is very nar- 
row. The attainment of adequate radiation pre- 
supposes mature surgical judgment, training and 
experience in therapeutic radiology and accurate 
technique. 
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DISCUSSION 


_A. R. Kitcore, M.D. (490 Post Street, San Fran- 
cisco).—By a clear analysis of the principles of radi- 
ation therapy for carcinoma of the cervix, Doctor 
Kinney has drawn a picture of adequate radiation clear 
enough to be comprehended by any physician, and 
equally clear is the conclusion that radiation therapy 
cannot be expected to cure cancer of the cervix in the 
hands of any but specially trained and experienced 
radiologists. A little radium in the hands of a casual 
user is an extremely dangerous engine. It is time for 
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us to realize that the removal or the treatment of the 
visible or palpable primary growth is not the treat- 
ment of cancer, and that cures can only be expected 
following well established, carefully followed surgical 
or radiation procedures aimed at the whole disease as 
we know it from pathological study. 


a 
~ 


Frank W. Lyncn, M.D. (University of California 
Medical School, San Francisco).— Doctor Kinney’s 
conclusions, as given in his paper, are logical and sane. 
There can be no doubt but that surgery has a very 
limited field in the treatment of cancers of the uterine 
cervix. At least nine-tenths of them are inoperable 
when first seen by the physician. The word “inoper- 
able” is good English: it means in this connection that 
even the most radical surgery will fail to cure. On 
the other hand, radium and high voltage deep roent- 
gen ray, properly applied, can cure from 8 to 15 per 
cent of these otherwise hopeless cases. So we clearly 
see that the surgeon who operates upon a patient with 
an inoperable cancer to give her the proverbial ‘one 
chance in a thousand” not only does her no good, but 
actually deprives her of the very considerable chance 
of life that she could have had from radium had sur- 
gery not been used. The patient gains nothing from 
radium treatment after the cancer tissue has been in- 
cised by nonradical surgery. 

There would be no field for surgery, even in the 
treatment of the operable or early cervical cancers if 
20 per cent or more did not contain cancer cells in 
which radium does not kill the so-called radium- 
resistant cells. True, there are very few truly operable 
cases in any large series, yet they are the only ones 
which we should confidently expect to cure. To lose 
even one in ten of them should reflect upon our 
therapy. Yet radium in this group has never cured 
80 per cent of them, nor has equaled the results ob- 
tained by radical surgery alone. 

If we could recognize before treatment the cancers 
that are radium-resistant, the proper treatment would 
be simple indeed: we would radiate the radium-sensi- 
tive cancers, and remove surgically the others in event 
the patient was a good surgical risk. Yet we cannot 
so recognize them. The histologic classifications of 
Broders, Martzloff, and others, which have proved 
helpful when dealing with cancers of the lip and 
breast, have proved useless for me in my study of 
450 cervical cancers, and to Ward in his series in the 
Woman’s Hospital of New York. Nor can even the 
most expert tell by gross inspection whether there are 
live cancer cells in the deeper levels of a cervix that 
externally appears smooth and as if the radium had 
cured. Morton, in my clinic, studied twenty-six uteri 
removed after preoperative radiation, in none of which 
could be seen gross indications of cancer. Yet there 
were only eleven in which cancer cells could not be 
found. Until radiologic methods are developed which 
will kill the cancer cells ray-resistant by present 
methods, surgery must retain some place in proper 
carcinoma therapeusis, provided it can be accomplished 
with little operative mortality and has been preceded 
by radium and the deep roentgen ray. This opinion, 
long since developed in my clinic, has received much 
support by others during the past few years. 

Some years ago I compared the survival cures of 
two equal size groups of early and borderline cases— 
(a) those treated only by radium, and (b) those oper- 
ated radically after preoperative radiation—and found 
a three-year cure equal in both groups (74 per cent), 
but a five-year cure in Group A of only 38.4 per cent, 
while in Group B it was 72.4 per cent. The percentage 
of cure in Group A seems small, yet is practically 
equal to that of other radium clinics at the time of 
the review. The uteri from Group B were available 
for study. The two groups were composed of practi- 
cally identical cases, all grouped by me; the radium 
dosage in Group A was even larger than that given 
in Group B; all patients in both groups had been care- 
fully followed and studied continuously not only for 
the five-year period, but as long after as they con- 
tinued to survive. Some patients are still on follow-up 
fifteen years after treatment. 
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Morton has studied for me twenty-nine specimens 
in nearly all of which I had removed the uterus, tubes, 
ovaries, parametria and upper vagina by bloc dissec- 
tion in one piece; all had had radiation from two 
weeks to five months before operation. The micro- 
scopic findings in some of these have been presented 
in a preliminary report by him. i 
dence of cancer was found in only eleven of these 
twenty-nine live cancer cells were. found in 
eleven, and cancer cells interpreted as dead or dying 
were found in seven. 

Observations similar to these have been recorded 
by others. Thus, Monod in 1927 found cancer cells 
in the cervix of uteri removed five to six weeks after 
radiation by Regaud’s method in fifteen of seventy- 
four cases; and Mayer, in 1930, in sixty of seventy-two 
weeks after radium dosage (only 1200 
milligrams). Lahm, however, in 1928 and 1930. re- 
ported twenty-four distinctly operable and early border- 
line cases in which only six specimens were free from 
cancer three months after radiation: live cancer cells 
were found in seven, and dead or dying cancer cells in 
eleven. The radium dosage in Lahm’s series ranged 
from 3600 to 4100 milligrams, Stockholm technique; 


No micros¢ opic evi 


cases, 


cases six less 


deep roentgen-ray therapy also had been given to 
nearly all. These reports more than outweigh the 
negative evidence of others in older literature—the 
three cases of Ward, two of Ewing, the eight of 


Schauta, etc., all of whom failed to find cancer cells 


in uteri removed after radiation of smaller dosage 
than that given by Lahm, Monod, and myself. These 
observations seem to force the conclusion that until 


radiologic methods are developed which will kill the 
cancer cells radium-resistant to present methods, 
proper radical surgery has a place in the treatment of 
Stage 1 good surgical risk patients whose cancer has 
been previously rayed. 

The trouble with evaluating cancer therapy is 
long period of observation that must elapse before 
the results of treatment can be known. Any change 
in the technique of the method requires another five 
years to determine whether the so-called improvement 
was actually real. My clinic is attempting to shortcut 
this long period of waiting by studying the micro- 
scopic findings in uteri removed five or six months 
after roentgen ray and radium treatments, Memorial 
technique. When we no longer find cancer cells in 
such specimens we will give up our radical surgery. 
During the past eighteen months, we have had seven 
cases, a number inadequate for any conclusions. Un- 
less other clinics join in such study, it will be years 
before this vital question is truly solved. 

While I feel certain that surgery has a place in 
proper cancer therapy of the present, I am certain 
that it should not be undertaken by the general man, 
or by anyone not trained to do it, and make the 
operative specimens a subject for cancer research. To 
urge surgery as a routine treatment of even early 
cases would be a great mistake at the present time. 
Few men will undertake the truly radical operation 
and carry out all of the essentials so necessary for 
cure. The profession as a whole will kill far more 
patients by radical surgery than it possibly can cure; 
any other surgery than the truly radical operation can 
only be condemned. Our profession as a whole is now 
radium-minded and should remain so until the ques- 
tion is absolutely solved. At the same time, we should 
remember that radium is capable of as much harm 
as good and by no means is a safe agent to put in 
untrained hands. 


the 


» 


Wittiam E. Costotow, M.D. (Soiland Clinic, Los 
Angeles).—The author has given an excellent survey 
of the present-day status of the treatment of carci- 
noma of the cervix. About all that can be done in 
the way of discussion is to emphasize some of the 
points he has brought out. Radium has been found 
to be adequate to destroy carcinoma in practically all 
cases when it is confined to the cervix and adjacent 
vaginal vault. In 80 to 90 per cent of the cases met 
with routinely in practice, however, the growth has 
extended beyond the cervix and involved the pelvic 
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glands. Experience has shown that surgical removal 
of these glands yields very few absolute cures. 
ation has given promise of accomplishing more in 
these cases, and especially in the rapidly growing, 
highly malignant, radiosensitive growths. As the large 
majority of cervical growths are highly malignant and 
consequently radiosensitive, the hope is further aug- 
mented that, by increasing the radiation dosage to the 
disease in the pelvic glands, a larger number of cases 
may be rendered free from The action of 
radium alone is not sufficient to secure this dosage 
out into the pelvic gland areas, and consequently we 
must rely on the addition of penetrating high voltage 
x-ray for this aid. It has been shown here by Doctor 
Kinney that, by divided dose applications of deep x-ray 
therapy, at least five surface doses may be applied to 
the pelvic gland areas. This may even be increased 
in the future by the use of higher x-ray voltages. The 
full value of the possibilities of radiation therapy in 
carcinoma of the cervix has not yet been reached. 
Radiation treatment of this condition not only requires 
gynecological judgment and adequate equipment of 
radium and x-ray apparatus, but, above all, necessi- 
tates a comprehensive knowledge of the physical action 
of these agents and an appreciation of their effects, if 
the most favorable results are to be secured. 


Radi- 


disease. 


Lyte G. McNeite, M.D. (523 West Sixth Street, 
Los Angeles).—The importance of cancer education, 


as applied to the laity, has been emphasized by practi- 
cally every organization devoted to the study of malig- 
nancy during the past five years, but unfortunately, 
it is true that proportion of those members 
of the medical profession who are in general practice, 
and who have the best opportunity of discovering 
carcinoma in its early stages and outlining its ade- 
quate treatment, are wholly unfamiliar with present 
trends. Doctor Kinney has presented viewpoints with 
which I am in hearty accord. He presents very clearly 
the limitations of surgical treatment, and treatment 
by radiation, and clearly explains the meaning of the 
term “adequate radiation.” Carcinoma of the cervix 
has occupied a very large position in surgery. In 
every case the decision as to the type of treatment is 
a serious matter, for it may mean the difference be- 
tween life and death for that patient. 
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THE REFLEX NERVE CONTROL OF THE 
CORONARY BLOOD FLOW * 


By Cuartes W. Greene, Pu.D. 
Columbia, Missouri 
Discussion by Joseph O. Hinsey, Ph.D., Palo Alto; 


J. M. Olmsted, Ph.D., Berkeley; Chauncey D. Leake, 
Ph. D., San Francisco. 


HE immediate output of energy by the heart 

is self-limited by the amount of oxygen avail- 
able from the blood flowing through the coronary 
arteries. When there is an increase in the work of 
the heart, the amount of oxygen it will consume 
is essentially in direct proportion. Determination 
of the rate of oxygen consumption of the body to 
the work of the heart is due to Lindhard. During 
a normal heart rate of 68, discharging 4.9 liters 
of blood per minute, the body consumes 330 cubic 
centimeters of oxygen. When the rate is doubled 
to 130 beats per minute, and the output is 18.5 
liters, there is an enormous increase of oxygen 
used by the body. In Lindhard’s table the oxygen 
consumed is increased six-fold. This is made possi- 
ble only by corresponding general increase in the 
volume of blood flow. 
* Read before the Pathology and Bacteriology Section of 
the California Medical Association * oe sixty-second 


annual session, Del Monte, April 24-27, 
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The flow of blood through the coronary vessels 
is controlled by two factors. The first factor is 
a direct but passive mechanical stretching in re- 
sponse to changes in blood pressure. The second 
factor in control is the active physiological coro- 
nary vasoconstriction and vasodilatation. It is to 
this last that we contribute by experimental data. 

NOTES FROM 


THE LITERATURE 


It has been known since the days of Newell 
Martin that the coronary flow varies directly with 
changes in blood pressure. The rise or fall of 
general blood pressure in itself passively increases 
or decreases the coronary flow, although the 
amount is far from adequate to account for Lind- 
hard’s figures. 

It was W. T. Porter of Harvard University 
who in 1896 discovered that the coronary blood 
flow decreases on stimulating the cervical vagus 
trunk. This was the first experimental evidence 
of efferent vasonerves to the coronary blood ves- 
sels, 7. @., vasoconstrictors. In 1899 Maas, in 
Langendorf’s laboratory, confirmed Porter’s find- 
ings and made the further discovery that coronary 
dilators are distributed to the blood vessels of the 
heart chiefly by way of the first thoracic ganglion. 

The literature, aside from my own work, 
tains only one reference to reflex control of the 
coronary blood flow: von Anrep and Stegall se- 
cured reflex coronary dilatation on stimulating the 
central end of the divided vagus trunk. 


con- 


OBJECT OF THE PRESENT STUDY 


l‘or several years now we have carried on in- 
vestigations in the physiological laboratories of 
the University of Missouri to confirm and extend 
the physiological knowledge of the mechanisms 


involved in the control of the coronary circula- 
tion. We have made tests on dogs, sheep, and 
monkeys. More than seventy-five animals have 


been used in these researches with a total of 2,600 
individual physiological tests. We have repeated 
and extended the work of Porter, Maas, Moro- 
witz, and a number of more recent authors, rely- 
ing on the method of Morowitz and Zahn, which 
permits the computation of the rate of the coro- 
nary flow at every moment. 

effort has been to demonstrate the 
presence of, the type, and the pathways of all 
nerve reactions of reflex nature involved in the 
coordination of the coronary blood flow with 
events in other parts of the body. The major 
group results are given chiefly by the slides which 


follow. 


Our chief 


FINDINGS 


In the main, we confirm Porter, Maas, and later 
authors in outlining the pathway and type of 
efferent coronary vasoconstrictor and vasodilator 
reactions. We have no slide showing an actual 
experiment on the vagus, but the computations of 
data clearly prove that the cervical vagosympa- 
thetic trunk contains both coronary vasoconstric- 
tors and vasodilators. Milder stimulations often 
strong stimulations produce 
or dilatation followed by constric- 
In fact, both types of coronary nerves are 


produce dilatations, 
constrictions, 
tion, 
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present in the cervical vagosympathetics. Maas 


observed this fact, indicating that vasodilators were 
not always present, and that the constrictors pro- 
duce the usual vascular change. We would say, 
because vasoconstrictors are in greater volume. 
Porter and Maas both classified the fibers as true 
vagal, a classification not previously questioned. 
But we have concluded that they may be at least 
in large part of the usual thoracic origin of vaso- 
motor nerves. 

We find that the coronary vasodilator nerves 
are present in rich supply in the stellate ganglion 
and its cardiac branches. Dilatation is usually pro- 
found and easy to obtain. This is the chief vaso- 
dilator pathway. But some coronary vasodilators 
run toward the head and even make the loop of 
the superior cervical ganglion. This type was ex- 
treme in three of our dogs. However, here, too, 
the stellate tests occasionally induced coronary 
constriction and not dilatation. The explanation is 
simple, namely, that the coronary vasoconstrictor 
fibers reach the heart chiefly by way of the 
superior cervical loop and the vagosympathetic 
pathway, but that in certain animals a consider- 
able outflow of coronary vasoconstrictor fibers 
passes more directly from the stellate to the car- 
diac plexus. The two sets of antagonistic fibers 
have a common origin in the thoracic cord, but 
the constrictors run a somewhat higher course to 
their distribution. Crucial proof is yet to be ap- 
plied before the old concept of vagus origin of 
coronary constrictors can be wholly discarded. 

I have emphasized the detail of pathway of 


both classes of efferent nerves to the coronary 
vessels since this mechanism is involved in the 
accepted surgical methods for treating angina 


pectoris, and the similar vascular disturbances in 
Renaud’s disease. 
THE REFLEX PATHWAYS 


The evidence for reflex pathways must be sum- 
marized as briefly as possible. I shall mention 
four regions as typical for the whole body. 

1. The Cardiac Chest Area.—Stimulation of the 
entire cervical vagus or of its central end produces 
reflex coronary dilatation. This we have repeat- 
edly shown and, of course, in confirmation of 
von Anrep’s single reflex demonstration. 

2. Afferent Paths from the Appendages, Sciatic 
Paths.—Stimulation of the central end of the 
sciatic produces pronounced reflex coronary re- 
action. Mild stimulation induces coronary dilata- 
tion, very strong stimulation produces an initial 
dilatation followed by pronounced coronary con- 
striction. Intermediate strengths result in reflex 
coronary changes, primarily dilator, but often di- 
phasic, i. e¢., dilatation followed by constriction. 
These responses demonstrate the presence of both 
dilator and constrictor reflexes, via the common 
sciatic trunk. The coronary effect depends on the 
algebraic sum of their stimulation. 

3. Abdominal or Visceral Paths —The stimula- 
tion of the celiac ganglion, or the central end of 
its branches, produces also a profound coronary 
reflex, This, like the sciatic reflex, is primarily 
dilatation, but it may be dilatation followed by 
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constriction, indicating the presence of both types 
of reflexes. 

4. The Phrenics— Reflexes from Afferent 
Phrenic Neurons.—Most physiologists and phy- 
sicians are unaware of the richness of afferent 
nerve supply present in the phrenic trunks. While 
our results are very inconstant, we have secured 
profound reflex coronary dilatation on stimulating 
the central end of either phrenic. The slide shows 
very pronounced coronary dilatation in several 
tests. There are also extreme respiratory reflexes 
in response to central phrenic stimulation. 


COM MENT 


The coronary reactions from these four re- 
gions—the limbs, lower trunk, the chest, and the 
cervical—have been used as types to justify the 
conclusion that the body, as a whole, is well sup- 
plied with reflex pathways to the coronary blood 
vessels. These pathways are similar to and closely 
associated with the reflexes that influence the heart 
rate and its volume. 

I wish that time permitted a detailed discussion 
of the significance and bearing on clinical and 
surgical medicine of the physiological results just 
presented. Obviously the control of the normal 
coronary circulation is interfered with by every 
pathological condition directly affecting the walls 
of the coronary vessels of the heart, or affecting 
the nervous mechanism controlling the coronary 
vessels. Also, it is obvious that the greatest impor- 
tance must be given to the coronary dilator re- 
actions. It is these reactions that actually adapt 
the volume of blood flow to the changing heart 
work. If there are pathological coronary lesions 
which make normal dilatation impossible, cardiac 
acceleration may still occur; but reflex coronary 
dilatation is hindered, the heart cannot receive the 
necessary increase in the volume of blood, and 
partial severe acute asphyxiation takes place. 
This, we believe, is the physiological basis of the 
great majority of attacks of angina pectoris. The 
picture is asphyxiation from failure of coronary 
dilatation, It is exactly the opposite mechanism 
assumed in the theory of constrictor spasm usu- 
ally given, although the end-result is the same, 
namely, cardiac asphyxial spasm. Clinical progress 
must always rest on the support of rational physi- 
ology. The present demonstrations promise hope 
of greater success from increasing cardiac oxyge- 
nation by the reflex control of the coronary circu- 
lation. This theory of failure of pathological dila- 
tation was first Bese in a paper before the 
Missouri State Medical Society in 1931 (Journal 
of the Missouri State Medical Society, page 466, 
1931). 

In conclusion, I may state that experimental 
animals present the greatest quantitative variabil- 
ity in reactions of the coronary vessels. This, too, 
must be of great clinical importance if similar 
variability can be assumed for the human animal. 


University of Missouri, 
Columbia, Missouri. 


DISCUSSION 


Josep C. Hinsey, Pu.D. (Stanford University, Palo 
Alto).—This work of Doctor Greene supports, in 
the main, previous work on the physiology of coro- 


nary circulation. In addition, 


it gives us some very 
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interesting new observations. It indicates that the 


thoracolumbar sympathetic outflow contains both 
vasoconstrictor and vasodilator pathways to the car- 
diac vessels. He does not believe that the vagus 


proper carries vasoconstrictor impulses to the heart, 
as was indicated by the work of Anrep and Segall 
(1926) and Danielopolu, Marcon and Proca (1931). 
However, his observations fall into line with those of 
Burn (1932), who demonstrated both vasodilator and 
vasoconstrictor responses in the hind limb, following 
stimulation of the abdominal sympathetic trunk. Burn 
recognized the possibility that, stimulating the same 
nerve fiber, might produce either vasodilatation or 
vasoconstriction, according to the physiological con- 
ditions at the time of stimulation. Some of Burn’s 
results can be explained only on the assumption that 
there are two sets of fibers, one for vasoconstriction 
and one for vasodilatation. It is surprising that Doctor 
Greene does not describe any efferent vagal path- 
ways to the coronary vessels. Woollard’s observations 
(1926) show that there are efferent vagal fibers to the 
coronary vessels, for he could trace axones from the 
postganglionic parasympathetic neurones in the wall 
of the heart to the adventitia of the coronary vessels. 

The observations on the reflex pathways are exceed- 
ingly interesting. In showing a coronary dilatation 
with weak stimulation of the central end of the cut 
sciatic, and an initial dilatation followed by a pro- 
nounced vasoconstriction with very strong stimula- 
tion, he has demonstrated the reversal which has been 
known for some time in other phases of vascular 
physiology. In the coronary vessels, as in the vessels 
of the extremities, the reflex vascular response de- 
pends upon what functional components of the sen- 
sory nerve are activated on stimulation, and probably 
upon how frequently they are activated. In stressing 
the significance of the afferent supply in the phrenic, 
Doctor Greene has brought out a very important 
point. Capps and Coleman (1932) have emphasized 
the significance of the afferent content of the phrenic 
in the interpretation of the reference of pain from the 
diaphragmatic pleura and peritoneum. However, to 
be sure that the afferent limb of the reflexes, which 
Greene obtained from stimulation of the phrenic, 
passes through the dorsal roots of the cervical seg- 
ments supplying the phrenic, it would be necessary to 
rule out any communications to the phrenic from 
other sources, that is, afferent fibers passing in the 
thoracolumbar sympathetic outflow. 

If the efferent outflow to the coronary vessels is 
in man as Greene has described for the experimental 
animal, one might explain some of the success with 
operative procedures for angina pectoris. He states 
that the antagonistic fibers have a common origin in 
the thoracic cord, but the vasoconstrictors run a some- 
what higher course to their distribution. If there is a 
dissociation of vasoconstrictor and vasodilator path- 
ways in the thoracolumbar sympathetic outflow, the 
removal of the left superior cervical sympathetic gang- 
lion might break the efferent pathway for 
striction and thus prevent ischemia of the cardiac 
muscle. Furthermore, the variability in the course of 
the two pathways might explain varying clinical re- 
sults with the different operations which have been 
used. However, Greene’s discussion of the interfer- 
ence with vasodilator reflexes due to pathology in the 
walls of the coronary vessels seems very reasonable. 
It appears that the most reliable approach to the relief 
of pain from the heart is not the efferent innervation, 
but rather the afferent, as has been suggested again 
recently (1933) by White, Garrey, and Atkins. 


vasocon- 


mary 

J. M. D. Ovmstep, Pu. D. (University of California 
Medical School, Berkeley.—The textbook statement in 
regard to control of blood flow in the coronary arte- 
ries is, briefly, as Doctor Greene states: vagal fibers 
are constrictors, sympathetic fibers are dilators; the 
former exert a tonic action, so that when their influ- 
ence is removed, for example, by cutting the vagus, 
dilatation of the coronary arteries results; the sympa- 
thetic nerves, on the contrary, are supposed to have 
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a direct action on the musculature of the coronary 
arterioles. 

The most interesting point in Doctor Greene’s paper 
from the standpoint of the physiologist is his con- 
clusion that the vasoconstrictors are not of true vagal 
origin. 

We shall look forward to seeing a fuller account 
than was possible in his present paper, of the experi- 
ments on which he bases his conclusions. 

% 

Cuauncey D. Leake, Pu. D. (University of Cali- 
fornia Medical School, San Francisco).—It is sincerely 
to be hoped that the California Medical Association 
may be able frequently to have presented before it 
such sound physiologic work of practical significance 
as that reported by Doctor Greene. Doctor Greene’s 
procedure is in the tradition of Claude Bernard, and 
furnishes an excellent example of what Bernard meant 
by “experimental medicine.” 

The theory that the clinical condition known as 
angina pectoris results from cardiac asphyxiation due 
to failure of coronary dilatation, in the face of an in- 
creased rate of cardiac contraction, should assist mate- 
rially in the clinical prophylaxis of this condition, 
which is after all the best therapy. It is well estab- 
lished physiologically that the oxygen consumption 
of the heart is directly proportional to the rate of 
contraction. Not only may work cause this, but even 
strong emotional states such as anger, excitement, or 
fear. The outpouring of adrenin from the adrenals in 
emotional disturbance not only accelerates the heart, 
but also has a vasoconstricting effect. This may have 
been the mechanism of the classical angina picture 
recognized by John Hunter in his own case. Doctor 
Greene points out four important nervous reflex path- 
ways which may be concerned in regulating the 
caliber of the coronary vessels. As Doctor Greene 
emphasizes, cardiac acceleration may occur in the face 
of pathologic conditions, making normal dilatation im- 
possible. In such acceleration more oxygen is needed, 
and if the coronary vessels cannot dilate to furnish 
more blood cardiac asphyxiation occurs. The obvious 
method of preventing anginal attacks under this theory 
is to do everything possible to avoid cardiac accelera- 
tion. This may be done by avoiding emotional dis- 
turbance, work, or the use of certain drugs. 

It may be that many of the same factors in modern 
life which predispose toward “nervous breakdowns” 
also tend to cause the anginal syndrome. Weir 
Mitchell’s “rest cure” and other efforts to induce 
people in middle age or later to lead more quiet lives 
may thus find application in other medical fields than 
those pertaining to the central nervous system. 


PRE-GANGRENOUS ARTERIOSCLEROTIC AND 
THROMBOANGIITIC ISCHEMIA—CONTROL 
OF PAIN THEREIN * 


By Freperick Leet Reicuert, M. D. 
San Francisco 
Discussion by Steele F. Stewart, M.D., Los Angeles; 


Carl W. Rand, M.D., Los Angeles; Howard W. Fleming, 
M.D., San Francisco. 


HE outstanding symptom that occurs when 

the circulation to an extremity is impaired is 
pain, irrespective of whether the circulatory dis- 
turbance is due to varicose veins, to ligation of 
the main arterial trunk following trauma, to the 
alternating ischemia and congestion seen in Ray- 
naud’s disease, to the distressing, aching pain dur- 
ing rest as well as movement in thromboangiitis or 


*From the department of surgery, Stanford University 
School of Medicine. 

* Read before the General Surgery Section of the Cali- 
fornia Medical Association at the sixty-second annual 


session, Del Monte, April 24-27, 1933. 
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Buerger’s disease, or to the cramp-like pains of 
arteriosclerotic claudication. Coolness and color 
changes in the skin of such extremities, as well as 
the degree of arterial pulsation aid in the diagno- 
sis, but the patient seeks the help of the physician 
because of a gradually developing pain which in 
time becomes incapacitating. 

The two common conditions in which severe 
pain in the extremities is encountered are throm- 
boangiitis obliterans and arteriosclerosis. In both 
of these conditions the pain in the extremities is 
a local manifestation of a generalized pathological 
process, which in Buerger’s disease produces 
thromboses in both the arteries and veins, as- 
sociated with a certain degree of perivascular 
inflammation. An important characteristic of 
Buerger’s disease is the development of a collat- 
eral circulation, which is temporarily at least more 
or less adequate for the nutrition of the limb. 
Arteriosclerosis produces a generalized or scat- 
tered obliterative process limited to the arterial 
tree. 


PURPOSE OF TREATMENT 


In treating these patients, efforts are made, 
first, to prevent the progress of this pathologic 
process and, secondly, to secure relief from the 
local manifestations in the extremities. Such 
treatment aims at protection at all times from 
cold and trauma, and improvement in the circula- 
tion of the limb, and amelioration of pain by the 
interruption of the sympathetic impulses to and 
from the extremity.’ * ® 


RELATION OF THE SYMPATHETIC NERVES 


Recent knowledge * *** indicates that the sympa- 
thetic nerves to an extremity accompany the 
peripheral nerves and form a part of their trunks. 
Some are efferent and emerge from the nerve 
trunks at intervals to innervate segmentally the 
walls of the arteries and veins, sweat glands, and 
hair follicles; others are afferent, and convey pain 
and other sensations to the brain. Ablation of 
the sympathetic ganglia and chain in the upper 
thoracic region for the upper extremities, and the 
upper lumbar chain for the lower extremities, in- 
terrupts these sympathetic pain impulses as well 
as the vasoconstrictor fibers. The limb becomes 
warm and dry, the superficial veins remain dilated, 
vessels are no longer painful when traumatized, 
and in the course of several weeks the terminal 
portions of the arterial tree, particularly the arte- 
rioles, enlarge so that an increased circulation in 
the extremity results.”* (Fig. 1). 

There is then a definite rationale for sympa- 
thetic interruption to the thrombo-angiitic and 
arteriosclerotic extremities manifesting pain and 
impaired circulation, 

DIAGNOSTIC TEST 
THE 


FOR 
PAIN 


NATURE OF 

Since it is of pain that patients with these con- 
ditions complain, the only satisfactory diagnostic 
test that we have at present to determine whether 
sympathetic ablation will help (and a test which 
will in a large measure permit the patient to be 
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Absence of normal arterial tree in an 


Fig. 1. 
Sympathetic block before amputation caused the terminal arterial vessels to increase in number and size (right). 


the judge) is the paravertebral injection of the 
sympathetic chain and ganglion by novocain as 
advocated by White.’ This injection does not 
interfere with any activity of the patient, and 
when applied while the patient has pain or when 
the pain can be induced by walking serves in 
most instances as a fair criterion of the relief that 
can be secured either by operative removal or 
alcoholic injection of that portion of the sympa- 
thetic nervous system. 

As this diagnostic novocain test lasts only about 
an hour, the latent effects of a permanent sympa- 
thetic block are not obtained, such as continued 
increase and dilation of the vascular bed, which 
leads to an increase of skin temperature ; so that 
in a few instances where the test has been applied 
while the thrombotic process is dominant, only 
slight improvement in the thermal response of 
the skin and in the ability to walk is found. If 
such patients are given a permanent sympathetic 
interruption, definite and continued improvement 
is noted after the second or third week when col- 
lateral circulation has become more adequate. E-x- 
perience with patients of this type has led us 
recently to feel that sympathetic ablation is indi- 
cated in all cases of thromboangiitis and arterio- 
sclerosis with pain even if their symptoms and 
signs show very little change during the diagnostic 
novocain block. 


OPERATIVE PROCEDURES 


The operative procedure for removal of the 
sympathetics to the upper and lower extremities 
has been developed by Adson and is well illus- 
trated in the papers of Adson '® and White et al."! 


arteriosclerotic 


leg, showing the sparsity of vessels (left). 


In the arteriosclerotic and, because of recent 
economic depression, in the thromboangiitic, we 
have resorted to alcoholic injection of the sympa- 
thetics. Theoretically, if the ganglia are destroyed 
by alcohol the result should be as permanent as 
operative removal, Some of our patients have 
been relieved for a period of nearly two years 
after one injection. Others have been reinjected 
one or more times before the block has become 
effectual. 

This injection is performed in the same manner 
as for the diagnostic novocain block, and 
in the ambulatory patient without any general 
anesthesia. Using the method of Labat or the 
more recent modification of Lundy described by 
Flothow,'* we have endeavored to place the ends 
of the needle close to the sympathetic chain, so 
that when a few drops of 95 per cent alcohol are 
injected the patient will complain of transient epi- 
gastric or abdominal pain. Failure to secure this 
pain immediately indicates that the needle points 
are not near the sympathetics, and that they must 
be shifted to a more accurate position. When the 
transient referred pain is once secured, between 
two and three cubic centimeters of alcohol are 
slowly injected.'* The pain is severe for several 
minutes because the sympathetics are irritated, 
causing sweating and coldness in the extremity; 
but when this pain has ceased the limb becomes 
dry and the superficial veins prominent, indicating 
that a sympathetic block has been secured. The 
needles are placed opposite the spinous processes 
of T,, T., and T; tor the upper extremity, and 
opposite the interspaces of L,, L., and L, for the 
lower extremity. Since there are anatomical vari- 
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ations as to the position of the sympathetic chain 
lateral or anterolateral to the vertebral bodies, as 
well as marked variations in the thickness of the 
psoas muscles, a hard and fast rule of measure- 
ment for placing the needle points has been found 
most unsatisfactory. Usually on the left side the 
lumbar sympathetic chain courses more anteriorly 
on the vertebral bodies, and Labat’s angle for 
introducing the needles gives better results. If 
with a few drops of alcohol superficial pain along 
the peripheral nerves of the lower abdomen, groin 
and thigh is obtained, the needles must be intro- 
duced one to two centimeters deeper to pass 
through the psoas muscle, continually touching 
against the vertebral bodies, until the epigastric 
pain is secured. 


COMPLICATIONS OF INJECTION PROCEDURES 


All patients injected have had some degree of 
alcoholic neuralgia and myositis, varying from a 
mild lumbago, which did not interfere with work 
or sleep, to an annoying sharp or dull neuralgic 
pain with hyperesthesia in back and groin, lasting 
in some instances from one to four weeks. Two 
patients had localized friction rub for several 
days after upper thoracic block. One arterioscle- 
rotic patient had an exploratory laparotomy about 
four weeks after bilateral lumbar sympathetic 
block for severe abdominal pain and tense ab- 
dominal muscles. Nothing abnormal was found, 
and the retroperitoneal tissues in the region of 
injection felt normal. A severe bilateral periph- 
eral neuralgia would have given the same symp- 
toms. Another young thromboangiitic patient in 
whom, after a month, the effect of an alcoholic 
block had worn off, had the sympathetic chain 
removed by operation two months after injection. 
A considerable amount of slightly yellowish fluid 
was found in the abdomen. Since he had no ab- 
dominal symptoms, and as his pathologic process 
had produced a number of thrombosed veins, the 
explanation of the abdominal fluid could be at- 
tributed to his disease rather than to a late de- 
velopment from the alcoholic injection. 

The lung, pleura, intercostal veins, probably the 
vena cava, and even arteries have been entered 
with the needles. Aspiration, always done before 
the injection of either novocain or alcohol, has 
given warning of the abnormal position of the 
needle. In four instances small amounts of novo- 
cain, and in another case less than a centimeter 
of alcohol, was injected into the lung without any 
untoward effect, except that the patient tasted the 
substance injected and had a spasm of coughing. 

An old man had an acute cardiac dilatation 
from walking too far after relief from his claudi- 
cation. 

Two very nervous patients had periods of gen- 
eralized sweating, except in the regions controlled 
by the sympathetic block. 

Two arteriosclerotic patients were temporarily 
impotent, attributed to alcoholic block of the 
genitocrural and ilio-inguinal nerves. 

THERAPEUTIC RESULTS 


Twenty-nine patients in the arteriosclerotic 
group, with ages varying from forty-nine to 
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eighty-five, had one or both lumbar sympathetic 
chains injected with alcohol. Five of these pa- 
tients were women. It was necessary to reinject 
with alcohol five of these persons, and in two 
of them two reinjections were necessary before 
the sympathetic block persisted. In one Japanese 
man, a permanent block was not obtained, in spite 
of two injections. He was a wrestler, with thick 
psoas muscles. Four leg amputations were re- 
quired because of ascending inflammation’ and 
gangrene of the foot appearing two weeks, three 
weeks, three months, and nine months after the 
alcoholic injection. In two patients amputation 
of gangrenous toes, after the sympathetic block, 
was sufficient. There was an increase in the abil- 
ity to walk from double the former distance up 
to fifteen blocks or two miles. Considering re- 
lief from pain and increase of walking distance, 
twenty-four of these patients were improved, 
some markedly. Four underwent amputations, 
and one secured no relief because a sympathetic 
block could not be achieved. 

The range of age in seventeen thromboangiitic 
patients who were injected was from twenty-three 
to sixty-two years. All were men, and in two of 
the group a unilateral and a bilateral thoracic 
block was done for involvement of the upper ex- 
tremities, resulting in relief from pain and circu- 
latory improvement for three weeks (patient left 
town and inquiring letters were returned) and for 
seventeen months. 


AS 


Of the fifteen patients with the thromboangiitic 
process evident in the lower extremities, seven 
were given a bilateral lumbar sympathetic block 
with alcohol. Three were reinjected, and two of 
these had two reinjections. The duration of the 
block ranged from a recent case of two months 
to seventeen months, After reinjection all except 
two could walk farther, and all except two had 
an immediate rise in skin temperature. Six pa- 
tients had ulcers on their toes at the time of in- 
jection: in two the ulcers healed, one had the toe 
amputated, and three had the leg amputated ten 
days to eight months after the sympathetic block. 
Two patients were subsequently operated on for 
surgical removal of the sympathetics when the 
alcohol block had disappeared. One patient died 
suddenly of coronary occlusion the day after the 
injection, Another patient died nine months after 
injection, due to pulmonary emboli from an in- 
fected foot. Three patients could not be traced 
one, three, and four months after injection. Nine 
were relieved markedly of their symptoms and 
considered improved; two had subsequent opera- 
tive removal of the sympathetics; three died of 
their disease, and three had amputations of their 
legs. 

CONCLUSION 

Relief from pain or its marked improvement 
has been secured by interruption of the sympa- 
thetic pathways to and from the extremities of 
arteriosclerotic and thromboangiitic individuals. 

Greater relief has been secured by this pro- 
cedure than by any other form of treatment tried 
in previous years. 
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The pathologic process in both arteriosclerosis 
and Buerger’s disease is generalized. Efforts are 
made to limit its extent, and even after the sympa- 
thetic block of the extremities care in protecting 
the limb with impaired circulation from cold and 
trauma is emphasized. 

Preliminary paravertebral novocain block of the 
sympathetic chain is the most satisfactory test, 
because it allows the patient to be ambulatory and 
to aid the physician in judging whether perma- 
nent interruption will be beneficial. 

Alcoholic block of the sympathetics rather than 
operation is less severe in the old arteriosclerotic, 
and because of economic reasons 1s satisfactory 
for the thromboangiitic patient. 

In twenty-nine arteriosclerotic patients there 
was one failure.in securing a sympathetic block. 
In five, reinjections were necessary. lour ampu- 
tations of the leg were performed for ascending 
inflammation and gangrene subsequent to the 
block. Twenty-four patients had complete relief 
or marked relief from pain both at night and 
during walking. 

Alcoholic injections for involvement of the 
upper extremities were made in two of the seven- 
teen cases of Buerger’s disease, with improvement 
lasting three weeks and seventeen months, Three 
patients were reinjected. Of the six patients with 
ulcers on their toes, in two the ulcer healed, one 
had the toe removed, and in three amputation of 
the leg was not averted. Three could only be 
followed one, three, and four months after in- 
jection. Nine were relieved markedly of their 
symptoms; two had subsequent operative removal 
of the sympathetic chain, and three died of their 
disease. 

Stanford University School of Medicine. 
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DISCUSSION 


STeece F. Stewart, M. D. (3780 Wilshire Boulevard, 
Los Angeles).—Doctor Reichert has given us a lucu- 
lent clinical picture, and has presented a new attack 
on the diseases which are rooted or branch in in- 
creased sympathetic activity. 

I am glad that both he and Doctor Adson have for- 
saken the rather medieval method of selecting opera- 
tive patients by applying tests of uncertain value to 
conditions of unknown physiology, and have taken the 
view of “try and see,” letting determinative laws arise 
from experience. I cannot claim entire innocence in 
these matters, for by x-rays I have excluded the 
arteriosclerotic, whose “pipe stems” Doctor Reichert 
has shown have a living physiology. 

In my eight years of experience with sympathecto- 
mies in vascular effects, each of the thirty-five patients 
operated upon has shown benefit in warmed, painless 
extremities that have been restored to more normal 
activity. Amputations have been reduced in number 
and magnitude. Only one patient has had a reamputa- 
tion, but gangrenous tissue has not been revived. 
Amputations of all the legs, save two, have been below 
the knee, and only parts of fingers have been lost. 

I must admit that the alcoholic injections leave me 
cold: the technique is inexact even in the hands of an 
expert, as Doctor Reichert admits, and I would not 
care to have my vena cava even gently pricked. I am 
not unmindful of the alcoholic transverse myelitis that 
has occurred following attempted injection of nerves 
close to the spine. Economically, I can see no excuse 
for the injection method when, by using the technique 
of Royle, a patient having a dorsocervical trunkectomy 
could leave the hospital in twenty-four hours, and 
could be moved home after a lumbar sympathectomy 
in four or five days. From the standpoint of mortality, 
I can see no ground for abandoning the decisiveness 
of surgery for the incertitude of alcohol, as I have had 
no surgical deaths in three hundred sympathectomies 
for various conditions. 

Finally, I cannot too strongly urge early recognition 
and immediate surgery as the best preservative of life 
and limb, and the chief bulwark against economic loss, 
disquietude and loss of spiritual peace. 

Cart W. Rano, M. D. (1023 Pacific Mutual Building, 
Los Angeles).—Doctor Reichert’s paper calls atten- 
tion to the surgical features relating to the sympa- 
thetic nervous system. That there is a definite field for 
sympathetic nerve surgery, is undoubted. As he has 
indicated, the scope of this field is practically limited 
to various forms of vascular lesions, especially those 
forms associated with ischemia. Much enthusiasm was 
displayed when alcohol injection of the various branches 
of the trigeminal nerve was first introduced. Those 
who have had experience in injecting tic douloureux 
patients with alcohol come, in time, to dread the sec- 
ond, or third, or fourth efforts. As a rule only in the 
very aged is continued alcohol injection advised in 
place of surgery. A similar analogy may exist regard- 
ing the sympathetic nervous system. That alcoholic 
injections may be the method of choice, especially in 
the old and feeble, seems evident. The effect of the 
alcohol apparently is not as lasting as one might wish. 
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If the sympathetic ganglia are destroyed by the alco- 
hol, the benefit should be permanent. Apparently this 
rarely occurs. 

Doctor Reichert mentions certain accidents which 
must be guarded against. The writer well recalls a 
patient seen some years ago upon whom an alcohol 
injection of an intercostal nerve was attempted for 
intercostal neuralgia. By some hook or crook, alcohol 
got into the spinal canal with a resultant paraplegia. 
After a number of months of anxious waiting, the 
patient’s condition improved to the point where she 
again was ambulatory. Such accidents should not 
happen, but there is always danger when injecting 
large quantities of alcohol in the neighborhood of the 
spinal foramina. After all, one wonders if it is not 
better judgment, when possible, to remove the ganglia 
under the eye by surgery, rather than to more or less 
blindly attempt their injection with alcohol? 


Howarp W. Fvieminc, M.D. (384 Post Street, San 
Francisco). — The sympathetic nervous system has 
always been a most tempting field for surgical ex- 
ploration. Its ramifications form a network of inter- 
communication between all the important systems of 
the body. The possibility of altering and improving 
the function of glands of internal secretion—the circu- 
latory, the respiratory, and nervous systems—by inter- 
rupting the sympathetic control, is most intriguing. 

Most neurosurgeons have been disappointed with 
the results obtained by ramisection in cases of spastic 
palsies. However, the experiences with these cases has 
led to more encouraging results in certain types of 
circulatory disease, arthritis, and trophic disorders. 
Those pioneering in the field have attempted to be 
most conservative and identify well recognized syn- 
dromes and cases in which one might reasonably ex- 
pect a worth while improvement as result of operation. 

Cases of dysfunction resulting from impaired blood 
supply have been divided into two classes. Surgery of 
the sympathetic system does not improve the circula- 
tion of an extremity in a patient whose vessels are 
occluded by thrombi, or whose thickened walls are 
spastic. However, if the arterial walls are still suffi- 
ciently elastic to dilate when the vasoconstricting influ- 
ences are interrupted, one can anticipate improved 
circulation and marked relief from all symptoms, in- 
cluding pain. 

Many surgeons feel the necessity of attempting to 
visualize the condition of the vessels by the use of 
intravenous vaccines, spinal or local anesthesia, and 
an estimation of the thermal changes before recom- 
mending therapy. If pain can be relieved by oper- 
ation or alcohol injections in all cases of vascular dis- 
ease, as suggested by Doctor Reichert’s paper, the 
field of therapeutic endeavor is greatly enlarged. 

Anyone who has exposed the cervicothoracic or 
lumbar ganglia will appreciate the difficulty and danger 
of injecting them with alcohol. Many serious compli- 
cations have been reported, and the procedure is not 
without considerable risk. Certainly the uninitiated 
should not attempt it. 

I feel that in patients where the diagnostic tests 
suggest a vasomotor element as the chief cause of the 
circulatory disturbances, operation is to be preferred. 
It is safer in regard to complications, more certain in 
the results, and more permanent. 

Alcohol injection can be reserved for patients with 
impending danger of amputation, those exhibiting defi- 
nite contraindications for operation, and those in whom 
operation is precluded by economic circumstances. 

® 

Doctor Reicnert (Closing).—I appreciate the dis- 
cussion of this subject, and wish, in closing, to empha- 
size the fact that practically all of the injections were 
made in clinic patients, many without any funds at all, 
so that I was forced to utilize the method of alcoholic 
injection, although personally I would have much pre- 
ferred the operative method. 
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RECTAL DISEASES—THEIR INJECTION 
TREATMENT * 


AN ECONOMIC PROBLEM 


By Wuu1aM H. Daniet, M.D. 
Los Angeles 


Discussion by Norman J. Kilbourne, M.D., Los Ange- 
les; M. S. Woolf, M.D., San Francisco; Dudley Smith, 
M.D., San Francisco. 


URING this economic stress it has become 

necessary that illness be relieved with the 
minimum cost and loss of time. The cost of medi- 
‘al care has been a favorite topic of the lay writer 
and has become a vital problem of medical organi- 
zations. Any method of treatment which tends 
to minimize discomfort, expense, and to conserve 
‘arning power, naturally is the one chosen by the 
patient, and should be the one advised by the phy- 
sician when the results of this method equal or 
approximate those obtained by other forms of 
treatment. 


TREND OF RECTAL TREATMENT 


In the past, rectal diseases have received less 
attention from the profession at large than have 
those of other parts of the body. Frequently, use- 
less medication was prescribed or unnecessary 
hospitalization and surgery done. At the present 
time the nonoperative or injection treatment of 
internal hemorrhoids has replaced, to a great ex- 
tent, the surgical procedures. This method has 
been practiced by regular ethical proctologists for 
many years, although it has not been proclaimed 
by them as a cure-all, nor has undue publicity 
been given it. The pseudo-ethical practitioner and 
the advertising proctologist have capitalized the 
good qualities of this method, and have informed 
the public by means of publicity in the news- 
papers, over the air, and by booklets, case reports 
and postcards, that a cure without pain, loss of 
time, or hospital expense is guaranteed. Since a 
cash payment is usual, the revenue diverted from 
the regular physician is considerable. 


INDICATIONS FOR INJECTION THERAPY 


It is not the purpose of this paper to discuss 
in detail the technique of the injection method, 
but to point out some of the indications and some 
of the untoward results as they apply to the wel- 
fare of the patient. This method should be used 
whenever a satisfactory result might reasonably 
be expected, including the effect obtained, both 
locally and upon other parts of the body which 
are so often affected by rectal disorders, especially 
the gastro-intestinal tract. Internal hemorrhoids 
of the simple bleeding or prolapsing type respond 
most readily. This class constitutes probably less 
than 40 per cent of rectal conditions. It must be 
remembered that all individuals do not respond 
alike. This treatment has a very important place 
in that group of patients with constitutional dis- 
ease, and in the aged, for whom any type of sur- 
gery is dangerous; and also in that large class of 
persons who absolutely refuse any kind of oper- 


* Read before the Southern California Medical Society 
meeting at Riverside, October 28, 1932. 
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ation because they have been impressed with the 
idea that surgery js unnecessary. Each individual 
should be made definitely to understand the merits 
of limitations as applied to his particular ab- 
normality. 

Internal hemorrhoids. complicated by anal fis- 
sure, small fistulae, papillitis, cryptitis, papillo- 
Mata, or polypi, may be treated successfully, and 
the offending pathology removed either before- 
hand or subsequently with local anesthesia in the 
office. In not too severe cases the patient should 
not lose more than one or two days from busi- 
ness. Simple fissures may be cured by the injec- 
tion treatment. Hemorrhoids of long standing, 
especially those with a hyperplasia of the mucosa, 
those complicated by the more severe types of pa- 
thology mentioned above. and those accompanied 
by a derangement of the anatomical relationshin 
between the anus and rectum, should be treated 
surgically in the hospital under the type of an- 
esthesia indicated for each individual case, 

Ordinarily, the hospital stay is from three to 
five days, and the loss of time from business about 
one week. For the patient earning $100 per 
month, the cost, including all hospital charges, plus 
the loss of one week’s revenue, but not includ- 
ing the surgeon's fee. approximates one month's 
salary. The patient is grateful if he is saved that 
expense, and, to him, at the moment, a greater 
or less difference in the final result is secondary, 
The better result, following the single operation, 
is obtained by thorough drainage of a chronically 
infected rectum with a restoration of the parts 
to a more normal condition by the removal of 
redundant and scar tissue. Recurrence following 
proper surgery is uncommon. 

INJECTION TECHNIQUE 

The injection treatment of interna] hemorrhoids 
consists in depositing some sclerosing drug, e. g., 
phenol, quinin and urea hydrochlorid, cresol. or 
salicylic acid, or combinations, into the hemor- 
rhoidal mass for the Purpose of collapsing the 
blood vessels and shrinking the redundant mucosa. 
If properly done, there is no pain, or at the most, 
only a slight aching which lasts but a short time. 
There is some dispute as to the best site for the 
injection, and the choice of drug depends upon 
the physician, Equally good and bad results have 
been obtained from ail of them. Perhaps it is the 
amount of the drug used, and perhaps it is the 
site of injection which leads to complications such 
as frequently occur, When the technique has been 
faulty, there is an ischemia of the parts, followed 
by necrosis, sloughing, hemorrhage, or infection. 

UNSATISFACTORY RESULTS 

Unsatisfactory results of the injection method 
follow incorrect diagnosis and faulty technique. 
Proper training in examination and diagnosis has 
not, until recently, been given in the medical 
schools and hospitals. The number of articles in 
the medical journals describing this method is in- 
creasing, and it seems that the authors either have 
had no poor results or have forgotten to mention 
them. The simplicity of the technique and mone- 
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tary advantages have also been stressed by the 
itinerant proctologist, who promises to turn out 
full-fledged specialists in from a few days to two 
weeks, for a fee ranging from $10 upward. The 
drug and instrument houses, through detail men 
and advertisements, offer free instruction in the 
simple art of curing hemorrhoids with their spe- 


cial specula, needles, or solutions. 


The common conditions misdiagnosed and mis- 
treated as internal] hemorrhoids are: (1) Anal 
fissure or ulcer. (2) External] thrombotic hemor- 
rhoids and skin tags. (3) Abscesses. (4) Chronic 
ulcerative proctitis and colitis. (5) Amehbic proc- 
titis. (6) Cryptitis and papillitis. (7) Pruritus. 
(8) Benign tumors. (9) Carcinoma of rectum and 
sigmoid. (10) Genito-urinary diseases. (11) Dis- 
orders of the female pelvis. 


REPORT OF CASES 


As examples of the above, a few cases will be 
briefly discussed, Many patients have been seen 
in whom anal fissures were overlooked and who 
were treated with injections into the rectal mucosa 
without benefit. Surgery was necessary in the 
majority, A Physician referred a patient stating 
that the piles had been cured, but the bleeding 
continued. A chronic ulcerative colitis was found 
and specific organism isolated. The same descrip- 
tion may be applied to the cases of amebic colitis, 
although it is more common to find rectal lesions 
neglected because the 
strated or suspected. Several cases of rectal can- 
cer have been seen which have had the injection 
treatment for piles. Before this method became 
sO popular the cancer patient was frequently sub- 
jected to a hemorrhoidectomy, 


ameba has been demon- 


Two deaths have been noted, one following 
hemorrhage and one septicemia, both having been 
treated in an advertising clinic, A farm hand was 
injected in a near-by town and, as a result of com- 
plications which resulted therefrom, spent many 
weeks in the Los Angeles County General Hospi- 
tal, where he was subjected to several operations 
for the cure of ischiorectal and pelvirectal ab- 
scesses. It is not difficult to estimate the economic 
loss to the patient and to the county. Another 
patient had been injected in a monthly pay clinic 
with a resultant anal abscess. Having been im- 
pressed with the “needle” treatment, she refused 
proper aid and went elsewhere. An elderly woman 
persuaded her physician, who had previously re- 
fused, to inject prolapsed hemorrhoids, with re- 
sultant hospital confinement and operation, thus 
doubling her expense, which she could jl] afford. 
A physician had been injected for externa] skin 
tags, with such consequent pain and sloughing 
that it was several years before he again sought 
relief for the primary condition of internal hemor- 
rhoids. One rectovaginal fistula has been seen, fol- 
lowing phenol-oil injection, and was evidently the 
result of overdistention with subsequent erosion 
through the septum. A few cases of thrombosis 
of the hemorrhoidal area with thrombosis of the 
external veins have followed injection, 
usually necessary, 
in oil, or 


Removal is 
The injudicious use of phenol 
other oil combinations, 


has been the 
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cause of many rectal strictures. Many cases have 
been reported in the literature.t. The oil is not 
absorbed and a fibrous induration results similar 
to that following paraffin injections for cosmetic 


purposes. Three cases have been referred as 
cancer since clinically, there is marked resem- 
blance. One patient from another state presented 


this condition, and, from the history, a genito- 
urinary lesion was probably the cause of the symp- 
toms referred to the rectum. Treatment should 
be palliative, as surgical removal of the fibrous 
areas has proved unsatisfactory. Colostomy has 
been reported as necessary in some cases. 

The success in the injection treatment of vari- 
cose veins has been responsible for the injection 
of hemorrhoids with the same solutions, with re- 
sultant disaster. The physician overlooks the fact 
that the drug is deposited into connective tissue 
and not into the vein. One patient had been in- 
jected with sodium morrhuate for rectal bleeding, 
with a resultant slough and induration resembling 
a new-growth. Biopsy showed foreign body type 
of inflammatory tissue. 

These cases are illustrative of many seen by 
the proctologist. The endeavor to minimize ex- 
pense has often, as shown, materially increased 
the cost of the patient’s illness and decreased his 
earning power. In the majority of instances the 
physician has conscientiously made the best use 
of his knowledge of diagnostic methods and in- 
struments, but, “unfortunately, did not obtain the 
desired result. 

COMMENT 


It is not the intent of this paper to discourage 
the profession from using this very important 
addition to medical procedure, but to point out 
some of the unsatisfactory results which may 
follow its use. The general practitioner espe- 
cially should use every means at his disposal to 
relieve and to retain his patient as his own. The 
profession, as a whole, should regard rectal dis- 
ease as a common and integral part of medical 
practice, not only from a local standpoint, but 
from effects which may be referred to other parts 
of the body. It must not be forgotten that the 
patient as well as the local lesion must be treated. 

Where does the problem of economy enter? 
In that the injection treatment of internal hemor- 
rhoids has, to a great extent, dispelled the fear 
which has been paramount in the mind of the 
sufferer of the dire consequences of surgery, 
namely, terrible suffering, hospitalization and loss 
of earning power, and the possible loss of natural 
function. The patient is much more willing to 
seek advice, knowing that others have been cured 
without the knife, with the result that many a 
trivial lesion is eradicated before it becomes 
dangerous. The patient is relieved, at least tempo- 
rarily, with a minimum of expense and loss of 
time. The doctor’s fee does not come secondary 
to a hospital bill. 

On the other hand, the improper application of 
this treatment is prone to bring it into disrepute. 
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Failures and complications are bound to occur 
when the diagnosis and technique have been incor- 
rect. Instead of being reduced the cost of this 
particular illness will be increased. Fear and mis- 
trust may again be instilled into the mind of the 
sufferer, with resultant neglect and _ self-medica- 
tion, the results of which in the past have been 
so difficult to overcome. 


Room 911, Wilshire 


Medical Building, 
1930 Wilshire 


Boulevard, 


DISCUSSION 


KitpourNne, M. D. (2007 Wilshire Boule- 
vard, Los Angeles).—A study of fifteen thousand in- 
jections, in over two thousand patients with internal 
hemorrhoids, made by E. T. C. Milligan of London, 
A. S. Morley of London, W. B. Gabriel of London, 
Hugh Beaton, Harlan Page, and myself, showed uni- 
form results: not a single serious slough, two primary 
hemorrhages, no mortalities, and no rectal strictures. 
In these cases, phenolized vegetable oil was used 
exclusively. Such results may be obtained by elimi- 
nating errors of which I shall mention two. 

The first error, in Hibernian language, 
hemorrhoids that are something else. 


NorMan J. 


is treating 
Doctors com- 


monly have the idea that they can diagnose hemor- 
rhoids by examination with the gloved finger. This 
is wrong. Uncomplicated internal hemorrhoids, even 


if large, cannot be felt by palpation, and if anything 
can be palpated, that proves it is not an uncomplicated 
internal hemorrhoid. Some of the things commonly 
palpated and treated by injections are early rectal ab- 
scesses, submucous fistulae, sessile polyps, and even 
the prostate gland. These are the palpable masses 
which, when injected, bring suffering upon both doctor 
and patient. I believe that certain abscesses attributed 
to hemorrhoid injection were present before the injec- 
tion and that the injection was made into a wrongly 
diagnosed rectal abscess or submucous fistula. Un- 
complicated internal hemorrhoids do not give pain. If 
a patient comes with “painful hemorrhoids” which are 
not badly prolapsed, the probability is a fissure tucked 
away high up near the grip of the sphincter, a crypti- 
tis, or an early abscess. I am not discussing other 
diagnostic errors because they have been discussed 
in the author’s paper. 

A second source of trouble is a poor choice of solu- 
tions: hemorrhoids were first injected in 1869 by 
Morgan of St. Mercer’s Hospital, Dublin, with iron 
per sulphate. This solution is caustic and was aban- 
doned, but other caustic solutions are still used, nota- 
bly strong solutions of phenol in oil. This solution 
was introduced in 1869 by the itinerant Mitchell of 
Illinois, originally with the deliberate intention of de- 
stroying the hemorrhoids by causing them to necrose 
and slough. This method, still used, frequently results 
in infection, secondary hemorrhage and stricture for- 
mation, and thereby brings the injection method into 
disrepute. A regular proctologist, Terrell of Rich- 
mond, Virginia, introduced quinin and urea hydro- 
chlorid in 1913. Outside of small sloughs, which do 
occur with its use in about 5 or 10 per cent of patients, 
it may be used usually without harm, but improve- 
ment is temporary and, in the experience of most men, 
recurrence of the hemorrhoids a few months after is 
the rule. The Germans use alcohol, 70 per cent, after 
preliminary treatment by Bier’s hyperemia to the 
hemorrhoid. They obtain excellent long-run results, 
but the alcohol injections are painful and cause dis- 
ability for several days. Sodium morrhuate is a 
powerful sclerosing solution for injection inside the 
lumen of varicose veins, If injected into hemorrhoids, 
perforce in between the venous sinuses, it will cause 
sloughs. Not being bactericidal like phenol in oil or 
quinin urea, it may cause infection in the rectal wall 
and abscess formation. Solutions of phenol in paraffin 
oil cause oily tumors of the class of paraffinomas 
associated with rectal stricture. A weak solution of 
phenol in vegetable oils, such as olive oil, is a different 
thing. The charge that it causes oily tumors springs 
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from two misconceptions. Such injections are con- 
fused with paraffin oil injections. Secondly, while they 
do temporarily cause indurated masses, these masses 
disappear in a few weeks. It is entirely unfair and is 
likely to involve a misstatement to examine a patient 
recently injected with phenol in olive oil, and say he 
has an oily tumor. While I am in accord with the 
findings of Rosser in these oily tumors, and while it 
may be possible to find, histologically, a foreign body 
chronic inflammatory reaction under the mucosa for 
some time after their use, my experience, clinically, 
which I find coincides with others of long experience, 
fails to find complications with weak solutions of 
phenol in olive oil properly used. Since I finally aban- 
doned quinin and urea about two years ago, and con- 
fined injections exclusively to phenolized olive oil. 
Recurrences after the use of the latter medicament 
seem to be exceptional and, to my knowledge, I have 
had no complications of even minor degree of any 
kind. - 

M. S. Woo.tr, M.D. (384 Post Street, San Fran- 
cisco).—Today it is a matter of great importance that 
the average patient seeking medical attention should 
be spared unnecessary expense. The treatment of 
hemorrhoids by injection will accomplish this one 
benefit, at least. But it must be understood that not 
all hemorrhoids are equally susceptible to such a 
method. Bleeding from the hemorrhoidal area with- 
out prolapse can invariably be cured by injection and 
small nonprolapsing hemorrhoids also. Hemorrhoids 
which prolapse only at stool usually can be retained 
and their bleeding checked by injections although peri- 
odic reinjection may be necessary. Those which can- 
not be maintained for any length of time within the 
anal canal should not be injected. They are subject 
to irreducibility and strangulation and are beyond the 
state at which a fibrosis of the overloaded venous area 
would occur to the desired extent. These last, there- 
fore, should be removed by operation. I am rather 
inclined to believe that in a working man even those 
hemorrhoids which prolapse considerably at stool only 
should be excised for the sake of ultimate economy of 
time and money. 

It is rather curious that there should be so little 
known about which pathologic conditions in the anal 
region are amenable to treatment by injection. As far 
as hemorrhoids are concerned, neither the thrombosed 
type nor the marginal skin tag or external hemorrhoid 
can be so handled. Usually it is a laxity of the mucous 
membrane either in the form of a prolapse or as in- 
ternal hemorrhoids which react well to injections. 
They are naturally of the same order. Sometimes 
massive injections are injected outside the rectal wall 
for the purpose of helping a prolapse of the entire 
musculature as well as the mucous membrane of the 
rectum. I cannot say I have had or heard encouraging 
results from this source. 

It has not been my experience at the University of 
California Hospital that fissures or pruritus ani are 
curable by the injection of analgesics under the site of 
the fissure or into the subcutaneous area of a pruritic 
skin and, therefore, I am rather at variance with 
Doctor Daniel in this type of treatment for fissure 
and pruritus ani. Fissure is, in my mind, a surgical 
condition and pruritus mainly a matter of instituting 
correct hygiene for the part, with a treatment of the 
secondary eczema, and a careful use of sedatives. 

Thus it will be seen that, to some of us, injections 
in the anal area have considerable use and benefit in 
the treatment of internal hemorrhoids and prolapse of 
the mucous membrane in children in whom as a pure 
sign it generally appears. 

A misdiagnosis of hemorrhoids, as Doctor Daniel 
emphasizes, should never be made. But a view of the 
interior of the anal canal is necessary, especially as 
uncomplicated internal hemorrhoids never give actual 
pain. Then there will be seen through the anoscope 
discrete tumors of the mucous membrane, usually 
three, which resemble in their smoothness, congestion 
and circular arrangement no other pathology of anal 
origin. 
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One will readily agree with the author that the type 
of sclerosing agent used in the treatment of hemor- 
rhoids is not as important as the judgment and tech- 
nique of the physician employing them. Almost every 
expert proctologist can reckon in thousands the injec- 
tions which have been given without untoward result. 
I am inclined to use in general a 20 per cent phenol 
solution in equal parts of glycerin and witchhazel, and 
inject a few minims into each hemorrhoid present. 
I prefer the lesser quantity and a stronger solution. 
When the prolapse is considerable, I use a 5 per cent 
solution in almond oil and much larger quantities to 
obtain a higher and more diffuse attachment of the 
mucous membrane. I do not use any paraffin mixture 
which may produce paraffinoma-like strictures and 
against which Doctor Daniel warns us. If this injec- 
tion treatment of hemorrhoids is carried out by an 
expert there are no complications. On the other hand, 
there is a happy gain in comfort and an appreciable 
Saving in time and money by the patient. 

Hemorrhoids often co-exist with carcinoma of the 
rectum or colon. The symptoms of carcinoma are usu- 
ally so definite and so different from those of hemor- 
rhoids as almost to preclude the possibility of an error 
of diagnosis. One has only to remember that no 
patient must be treated or operated upon for hemor- 
rhoids without at least a careful inquiry into the action 
- the bowels and a digital examination having been 
qaone, 


Duptey Situ, M.D. (450 Sutter Street, San Fran- 
cisco).—There are many rectal conditions usually sent 
to the hospital that could be equally as well treated 
in the office, and I am glad Doctor Daniel has again 
called attention to this fact. I would add to those con- 
ditions mentioned by the essayist a single prolapsing 
internal-external hemorrhoid associated with two other 
internal hemorrhoids. This condition can be taken 
care of in the office by taking off the internal-external 
hemorrhoid under local anesthesia and treating the 
other two hemorrhoids by the injection method, thus 
saving the patient both loss of time and hospital ex- 
pense. We do this frequently. 

Doctor Daniel mentioned useless medication. In 
my opinion, rectal suppositories come under this head. 
Not only are they useless from a therapeutic stand- 
point, but I indict them as responsible for the late 
diagnosis of many cases of rectal cancer. The laity, 
druggists, nurses, and, I am sorry to say, some phy- 
sicians, advise patients with rectal bleeding to use 
suppositories, Often six months to a year has elapsed 
after bleeding has begun before a proper examination 
of the rectum is made. Bleeding from the rectum 
means cancer until cancer is ruled out. 


THE NEUTROPENIC STATE 
ASPECTS * 
By B. O. Rautston, M. D. 

Los Angeles 


ITS MEDICAL 


Discussion by Madison J. Keeney, M.D., Los Angeles; 
Ernest H. Falconer, M.D., San Francisco; William H. 
Barrow, M.D., San Diego. 


HIS discussion deals primarily with the con- 

dition that has been designated by a number 
of different names, the most common of which 
have been “agranulocytic angina” and “primary 
agranulocytosis.” It is almost embarrassing to 
place on record again statements that have been 
made so many times in medical literature during 
the last five years. If such repetition can be justi- 
fied, it is by bringing together in compact form 


* Read before the General Medicine Section of the Cali- 
fornia Medical Association at the sixty-second annual 
session, Del Monte, April 24-27, 1933. 
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some of the information that has been accumu- 
lated, and attempting to present some phases of 
the problem in such a manner as to stimulate 
more intensive study of the condition when it is 
encountered. 
CONFUSING NOMENCLATURE 

Progress in solution of the problem involved 
in this disease has been definitely retarded by the 
frequent confusion of the condition with others 
that in one way or another resemble it closely, but 
which are fundamentally different. It is thus that 
the results of various forms of management lead 
to erroneous conclusions concerning their efficacy 
and the possible etiology of the disease. It is 
probable that if the charts of patients indexed as 
having “agranulocytic angina” in the average hos- 
pital are examined carefully it will be found that 
half of them suffered from some other condition, 
but were critically ill and had a leukopenia and a 
neutropenia. 

For a description of this condition one may 
say that many authors have designated it as one 
that is most prevalent in women of middle age 
and most common in Caucasians in America and 
Germany ; but there are great variations from this 
rule. One of the recent reports is the record of 
a middle-aged Chinaman in Java,' who presented 
the typical picture and died. A late addition to 


the variety of factors that precede a condition 
resembling closely primary agranulocytic angina 
is that reported by Jacobson and Abel.* Two of 


their patients, middle-aged men, who were inocu- 
lated with malaria as treatment for tertiary syphi- 
lis, developed the typical clinical picture, with 
leukocyte counts of 1,600 and 2,000, respectively, 
and one per cent of neutrophils. They were 
treated with quinin and neosalvarsan, and each 
recovered, In many instances a condition closely 
resembling that under consideration has followed 
the use of arsenicals in the treatment of syphilis. 


SYMPTOMS OF PRIMARY AGRANULOCYTOSIS 


The condition accepted as primary agranulocy- 
tosis is characterized by rapidly developing pros- 
tration, fever, necrotic ulcerations of the mucous 
membranes, leukopenia and neutropenia, with little 
or no change of red cells, blood platelets or hemo- 
globin, with normal lymphocytes, and in many in- 
stances characteristic response to certain drugs. 
It progresses rapidly, and the mortality rate has 
been very high. An excellent discussion of this 
disease by Osgood ** deals especially with differ- 
ential diagnosis, pathogenesis, and some forms 
of treatment, Differentiation from poisoning by 
benzol, or the result of arsenical therapy, may 
depend entirely upon an accurate history, while 
expert opinion of the morphology of the blood 
may be the only means of ruling out leukemia, 
aplastic and splenic anemias, granulocytomata, 
severe sepsis, and overwhelming infections. 

ETIOLOGIC FACTORS 


Granted that by great care one can separate 
these patients into a distinct group, the important 
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questions that arise concerning them are, what is 
the cause of the disease, what is the mechanism 
by which it is produced, and what may be done 
to reduce the high mortality that has resulted 
from it? Even an approach to a definite positive 
answer to the first question has not been found 
in the literature. Attempts to produce a similar 
condition by injections of bacteria* and of ben- 
zene ** have been of interest, but while the re- 
sults obtained throw some light on the problem, 
its solution remains for the future. The lesions 
in the mucous membranes were formerly thought 
to represent a peculiar type of infection that pro- 
duced the disease. It is now established that simi- 
lar lesions appear in patients with neutropenia 
from any cause, or may be absent when neutro- 
penia exists; that leukopenia and neutropenia may 
precede the ulceration,®»* and that the varieties of 
organisms found in the ulcers and adjacent tissues 
are those usually present and not pathogenic when 
the blood count is normal. 


MECHANISM OF PRODUCTION 


These statements apply directly in a consider- 
ation of the mechanism by which this condition 
is produced. There appears to be rather uniform 
agreement among those who have studied it most, 
that the primary factor in the condition’s develop- 
ment is the disappearance of polynuclear leuko- 
cytes from the blood stream. The possible ex- 
planations of their disappearance are evident. 
Destruction alone, or the storage of these cells 
in special tissues, may be easily ruled out as an 
important factor. It may be assumed that those 
cells in the bone marrow from which the neutro- 
phils develop are present, are capable of normal 
function and do actually produce the cells which 
when mature are neutrophyllic polynuclear leuko- 
cytes, but that some abnormal substance is present 
which prevents the further development of these 
cells, or that some substance is absent which is 
By the 
same reasoning it may be considered paella that 
the primary mother cell in the marrow ceases 
entirely to function for the time. 

Some of the consequences of the disappear- 
ance of polynuclear leukocytes from the blood 
may be predicted from our knowledge of the 
functions of these cells. They are credited with 
having phagocytic powers, and with special ability 
to remove in this manner micro-organisms from 
the blood stream and especially from the tissues. 
They are said to be at least concerned in the de- 
velopment of immune bodies, as agglutinins, pre- 
cipitins, and lysins. They probably are important 
factors in the production of many ferments and 
enzymes. 

It is important to note also that if the length 
of life of the mature neutrophil that reaches the 
blood stream is from four to six days, the bone 
marrow must be continuously active in their pro- 
duction under normal conditions, and cz — of 
greatly increasing their numbers when the body 


defenses are called upon to meet a new or ex- 
tended enemy. 
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RESULTS ON THE POLYNUCLEAR LEUKOCYTES 


Whether it is considered that the formed ele- 
ments of the blood, except lymphocytes, develop 
from one common cell, or more than one, it ap- 
pears that the offending agent in this disease has 
the highly selective quality of arresting the matu- 
ration of polynuclear leukocytes. When these cells 
have been greatly reduced in number, after exten- 
sive local infection has developed in the mucous 
membranes and fever has reached a high level, 
only mature forms of louis are found 
in the peripheral blood. In the leukopenia and 
neutropenia present in certain forms of severe 
sepsis where there may be increased destruction 
of cells, or even interference with the production 
of neutrophils, young forms of polynuclears are 
found in the blood stream. If in the type of 
neutropenia under discussion the chief factor were 
destruction of the special type of cell in the 
peripher il blood, without some primary damage 
in the production of these cells, and even if the 
process of replacement of cells should lag far 
behind the requirement to maintain a normal 
count, there should not be even a predominance of 
mature cells, and practically no young forms 
of this type. Examination of the bone marrow 
at the time of appearance of acute symptoms * 
reveals a reduction in the number of cells of 
the myeloid series and hypoplasia of myelopoietic 
tissue. Autopsy reports indicate a greater degree 
of the same type of destruction.’ There is also 
the fact that in a high percentage of these patients 
the bone marrow responds to injections of nuclei- 
nates by producing polynuclear leukocytes, young 
forms predominating at first, with finally the 
normal mature forms in the peripheral blood. 


PATHOLOGIC CHANGES 


It appears, then, that in this disease some 
process prevents the maturation of a certain type 
of leukocyte, or that some substance necessary 
for the normal development of this type of cell 
is absent. In consideration of the first of these 
possibilities it may be said that, whereas the causa- 
tive agent in the early stage of the disease appears 
to single out the development of neutrophils, it 
is to be remembered that in patients who do not 
die relatively soon after the onset of symptoms 
there is evidence that the process involves the 
development of all elements coming from the bone 
marrow. The contention may be made that this 
extension is the result of infection that has de- 
veloped by virtue of the absence, or greatly re- 
duced numbers of neutrophils in the blood. The 
subicteric condition that develops in those patients 
who do not die early has been taken to indicate 
increased red cell destruction.* When it is ob- 
served that in patients with profound leukopenia 
and neutropenia a bone marrow response can be 
obtained that results in the sending out of a new 
crop of neutrophils as a result of injecting prod- 
ucts of nucleic acid, one may consider that the 
nucleinate has either neutralized the effect of a 
substance which prevented the development of 
these cells, or that it has supplied some factor 
that was missing and which is necessary for their 
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development. From this point of view it might 
be argued that this whole process is the result of 
a vicious cycle that starts with decreased produc- 
tion of neutrophils. This means decrease in the 
number of these cells to be destroyed normally in 
the blood and tissues, and therefore liberation of 
smaller amounts of nuclear substance to be ab- 
sorbed and distributed as such, and which may 
be looked upon as a necessary stimulus in the pro- 
duction of neutrophils in the bone marrow. When, 
as a result of this process, the number of these 
cells in the blood stream has been reduced to a 
certain level, micro-organisms, ever present, are 
no longer held in abeyance by the protective action 
of polynuclear leukocytes, become destructive and, 
by invading the tissues of the body, produce the 
fulminating symptoms seen in the acute stages of 
the disease. While this is highly speculative, it 
is justified as such in view of what is to be said 
concerning treatment. 


TREATMENT 


As would be expected in the treatment of a 
condition concerning which so little is known as 
to etiology, many efforts of a purely empirical 
nature have been made. With the hope of stimu- 
lating the bone marrow, the x-ray has been ap- 
plied over the bones, and reports indicate that in 
this way the mortality rate in some groups of 
patients has been definitely lowered.’ Blood trans- 
fusions have been used extensively, and may have 
prolonged life in some instances; but there is 
little if any indication that they have influenced 
the final results of = disease. Jackson ® advises 
against this method of treatment. Drugs, aside 
i rom those related to Pi nucleinates, have been 

f little or no value. 

In estimating the results of any form of treat- 
ment, it is to be remembered that apparently there 
are fairly frequent spontaneous remissions, and 
that following this or the recovery associated with 
some form of treatment, a considerable number 
of patients have a recurrence of the disease fully 
as severe as the previous attack and from which 
they frequently die. 

From a study of the work of Jackson and his 
associates,” Doan ®!* and Reznikoff,'* it ap- 
pears that they have made use of a common 
principle, the most rational and most successful 
form of treatment thus far applied to this con- 
dition. With larger and more frequent doses of 
their respective substances, these workers have 
been able to reduce the mortality in their groups 
of patients to an average of about 30 per cent, 
which is approximately ‘half of the rate reported 
from groups treated by x-ray and one-third of 
that in groups treated symptomatically. Rezni- 
koff ** now recommends intravenous injection of 
1.0 gram of adenin sulphate three times a day 
during the first three days of treatment. The drug 
is boiled in from 35 to 40 cubic centimeters of 
physiological salt solution, cooled to body tempera- 
ture and injected slowly. “As much as 10.4 grams 
was given to one patient, within ten days, with no 
apparent ill effect.” Of fifteen patients with pri- 
mary agranulocytosis so treated, eleven recovered. 
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In the use of pentnucleotid (N. N. R.), Jack- 
gives 10 cubic centimeters intramuscularly 
twice daily until the leukocyte count has definitely 
risen, then once daily until the count has remained 
normal several days. It is recommended that 
double these amounts may be given in severe situ- 
ations for a period of four days, then 10 cubic 
centimeters twice daily until a definite rise occurs, 
and thereafter daily until a normal count is ob- 
tained. In these observations it was noted that 
an increase of leukocytes in the blood did not 
occur until the third or, more frequently, the fifth 
day of treatment. The regularity with which this 
effect appeared at a given time after treatment 
was instituted is considered as evidence in favor 
of a specific effect of the nucleotide. The appear- 
ance of young forms of polynuclear leukocytes 
following the fifth day of treatment, and after 
this the development of actual abscesses about the 
site of necrotic ulcers that had developed preced- 
ing treatment in some patients, may also be con- 
sidered as indicating the ability of nucleotides to 
call forth neutrophils capable of proceeding at 
once to an important normal function of these 
cells, namely, the destruction of bacteria in tissues. 
In a report of the results obtained in the treat- 
ment of eighty patients with pentnucleotide the 
mortality is given as 30 per cent. 


son ® 


Doan’s experimental study of normal rabbits ** 
and his use of nucleotides in the treatment of 
patients with primary agranulocytosis * have given 
much the same results as those reported by Jack- 
son. His studies are well worth careful exami- 
nation. The effect of nuclear substances upon the 
hone marrow probably accounts for the leukocyto- 
sis associated with processes that produce tissue 
destruction. Extensive tissue destruction, with the 
consequent liberation of nuclear substance in 
patients with primary agranulocytosis, might be 
looked upon as a favorable condition. The re- 
covery of a patient with an extensive slough in 
the right side of the neck, producing a fistula of 
the esophagus that opened at the base of the neck, 
has been called to the author’s attention. Records 
of patients who have recovered without treat- 
ment with nucleotides or related substances would 
afford interesting information bearing upon this 
possible relationship. 

:mphasis should be placed upon the fact that 
these workers have selected patients in whom the 
diagnosis was established by most careful study 
and have treated them by the one method, thus 
avoiding the confusion that arises when various 
forms of treatment are applied to the same pa- 
tient. It is of interest to note that Harkins?’ pro- 
duced leukopenia and granulopenia in rabbits by 
injection of benzol in oil, and was unable to influ- 
ence the leukocyte count in these animals by the 
injection of nucleotides. 

Attention has been directed to the importance of 
great care in local treatment of ulcers in mucous 
membranes in this condition. Jackson especially 
stresses the danger of increasing the spread of 
infection if local treatment produces mechanical 
injury. 


NEUTROPENIC STATE 


—RAULSTON 


COMMENT 


No attempt has been made in this study to 
review all the literature dealing with the subject. 
Although most of this has appeared during the 
last five years, there are already a few hundred 
articles concerning it. Excellent bibliographies 
may be found in the publications referred to here, 
especially those by Kracke? and in Naegeli’s text.* 

In an effort to add some item of interest to 
the literature, the author reviewed the hospital 
records of seven patients who had apparently ful- 
filled the requirements for a diagnosis of primary 
agranulocytic angina. Three of these had been 
seen in consultation, and all had careful hospital 
study. There is nothing to be gained by present- 
ing an extensive detailed account of their records 
here, but some general statements may be worth 
while. Six of the seven were women whose 
varied from twenty-six to sixty-five years; the 
age of the one man was fifty-three years. The 
clinical picture presented was the usual one of 
lassitude, fatigue and exhaustion, high fever, and 
each patient had ulcerations in the mucous mem- 
branes of the mouth or pharynx. One patient, 
a 26-year-old woman, had been ill twelve days 
before she came to the hospital. Her temperature 
was 104, the leukocyte count 5,800 with no poly- 
nuclears. The leukocyte count in the other six 
instances varied from 200 to 2,000, and the per- 
centage of polynuclears from 0 to 30. Treatment 
consisted of local applications to the ulcerations 
and general supportive measures, including blood 
transfusions. All the patients died and autopsy 
was done on five of them. Absence of polynuclear 
cells in the tissues about the ulcerations, and in 
the bone marrow few or no cells of the myelo- 
cytic series, with marked softening and yellowish 
discoloration of the marrow, were the important 
abnormalities found at autopsy. 
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DISCUSSION 


Mapison J. Keeney, M. D. (834 Pacific Mutual Build- 
ing, Los Angeles).—The neutropenic state has been 
the source of a great amount of study and conjecture 
since Schulz and his associates published their articles 
under the titles of “Agranulocytic Angina and Agranu- 
locytosis.”” Later observations have shown that some 
of their original conclusions were probably wrong, but 
in the main the clinical picture is fairly uniform. 

Review of numerous case reports and papers pub- 
lished in the past few years convinces one that many 
other conditions in which a neutropenia is found have 
been described as true idiopathic granulopenia. A 
number of well-known clinicians have stated that this 
condition is not a disease entity, but a syndrome 
common to many diseases. This may be true; but 
after seeing a number of cases of the fulminating type, 
without evidence of preceding sepsis, one is forced 
to the conclusion that they have a strong family re- 
semblance-—the clinical picture of the acute cases is a 
definite one. 

Many well-known diseases are associated with a 
leukopenia and granulopenia, and, as Doctor Raulston 
has pointed out, a few may at times cause great diffi- 
culty in differential diagnosis. The neutropenia of 
sepsis occasionally gives the same clinical picture, but 
the source of the overpowering infection is usually 
evident and precedes the leukopenia. Aplastic anemia 
in the later stages and the leukopenia stage of acute 
leukemia may require the services of a competent 
hematologist to differentiate. 

The ulceronecrotic lesions in the throat and mouth 
may be the outstanding symptoms in agranulocytosis, 
and be mistaken for diphtheria, Vincent’s, or other 
mucous membrane lesions. We had the experience of 
having the culture from the throat of a fulminating 
case returned marked positive for diphtheria. Further 
studies of smears and cultures showed the organism 
to be the Bacillus pyocyaneus. The white count in this 
case was 400 with no granulocytes. It is unnecessary 
to mention the need for a prompt blood count in all 
ulceronecrotic lesions of mucous membranes. 

The etiology of idiopathic granulopenia is still un- 
solved, and if due to a specific infection the offending 
organism has not been isolated. Jackson says, “The 
best evidence points to some recurring blood dyscrasia 
of the bone marrow of such a nature as to produce a 
primary leukopenia—probably a temporary paralysis 
of the white cell maturation factor.” 

Treatment of the less virulent cases by pentonucleo- 
tides has given encouraging results, but the malignant 
type has an extremely high death rate. 


a» 


Ernest H. Fatconer, M. D. (384 Post Street, San 
Francisco).—Doctor Raulston has summarized very 
well our present knowledge of the neutropenic state, 
and has also set forth some of the problems still to be 
solved. I feel that there is little further to be said at 
this time. I should like, however, to mention one or 
two questions that have been raised in connection with 
this condition. We are frequently asked by students, 
“Are we dealing with an entirely new syndrome, or 
has this so-called malignant neutropenia been with us 
always and not recognized?” 

It seems difficult to believe that we are dealing with 
a new disease entity—what happened to the earlier, 
unrecognized cases; did they all die? The problem is 
being attacked now experimentally, as Doctor Raul- 
ston points out, both by animal inoculation with organ- 
isms (Salmonella group) and with chemical agents, as 
benzol. Some features of the more fulminating cases 
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suggest a virus disease. A virus may show selectivity 
for certain cells and stimulate cellular division, or it 
may cause rapid cellular degeneration. Culture of the 
marrow for virus growth and inoculation experiments 
will probably be attempted in the near future. 


The results of nucleotides and related substances in 
treatment is on a sufficiently rational basis to warrant 
their use without delay. They should be used with 
every care as to the proper technique of administra- 
tion and dosage. On the basis of the liver damage 
which the more acute cases show, we have been using 
one to two liters of 10 per cent glucose solution, intra- 
venously, each twenty-four hours. 


a 
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Wittiam H. Barrow, M. D. (1400 Medico-Dental 
Building, San Diego).—Doctor Raulston has given a 
comprehensive review of the known and accepted facts 
in regard to this syndrome, and leaves little for dis- 
cussion other than conjecture in regard to proper 
classification and etiology. It would seem that Doctor 
Raulston may be insisting on too rigid a limitation in 
the classification of the reported cases. Until we know 
the etiology and can classify cases accordingly, there 
probably must be some variation in the accepted symp- 
tomatology of the disease. The acute leukemias, which 
constitute a definite entity, do not present a uniform 
symptomatology in different cases, and similarly it 
might be expected that there would be cases of agranu- 
locytic angina or, as it is more properly called, granu- 
locytopenia with marked differences in the degree of 
anemia, in the monocyte count, in the severity of the 
oral sepsis or hemorrhage, and in the presence or 
absence of jaundice. The essential factor in the diag- 
nosis of the disease is the presence of a disturbance 
of the granulopoietic bone-marrow tissue, and a con- 
sequent disappearance of granular leukocytes from the 
blood stream. Doctor Raulston intimates that the cases 
which occur following antisyphilitic treatment are not 
true examples of granulocytopenia. Nevertheless such 
cases have been reported in the literature and they pre- 
sent all of the morphological and pathological charac- 
teristics of the disease. Two of my own cases were 
almost identical symptomatically. One of these pa- 
tients had been on arsenical therapy and the other had 
not. Both had a leukopenia with almost no polymor- 
phonuclears, but the patient who had been on anti- 
syphilitic treatment had a severe secondary anemia 
with a hemoglobin of twenty-five, and a red count of 
one and one-half million; whereas the second had a 
normal hemvglobin and red count. In view of the 
parallelism otherwise of the two cases, it would seem 
logical to presume that they were slightly different 
manifestations of the same process, and that the 
arsenical had precipitated a dyscrasia which in other 
cases was idiopathic. 

It has been shown that the myeloblastic function of 
the bone marrow is stimulated by the chemotactic 
effect of the disintegrating white cells in the blood 
stream, and the effectiveness of nucleotide therapy in 
the treatment of the disease is thus explained. There 
are other indications that the disturbance is biochemi- 
cal rather than due to an overwhelming infection, as 
was at one time supposed to be possible. In view of 
this it is perhaps not presumptuous to believe that the 
disease is due to a chemical imbalance which might 
readily be brought about by the introduction of foreign 
metals, as well as by some internal disturbance of the 
normal mechanism. It is interesting that fever, which 
we have usually associated with infection, is appar- 
ently due in these cases to some metabolic or chemical 
disturbance rather than to the infection which mani- 
fests itself secondarily. 

It may be of practical importance to voice a warn- 
ing against too hasty radical treatment of oral in- 
fection without first ruling out the possibility of a 
granulopenia or other blood dyscrasia. One can well 
imagine one of these patients in the early stages of 
the disease, with the usual symptoms of malaise and 
of soreness of the gingival tissues, being subjected to 
more or less extensive dental or prophylactic work, 
when the leukopenia and consequent depleted resist- 
ance warrant only the most conservative treatment. 
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PSYCHIC FACTORS IN ANESTHESIA* 


By Henry G. Meurtens, M. D.i 
AND 
Peart S. Pouppirt, M. D. 
San Francisco 


Discussion by Samuel Ingham, M. D., Los Angeles; 
Melvin R. Somers, M.D., San Francisco. 


HE psychic factors in anesthesia could not 

receive adequate recognition as long as the 
medical profession considered body and mind as 
separate clinical entities. It was early noted that 
individuals operated upon in states of panic or 
depression were poor risks, and both surgeon and 
anesthetist attempted to avoid such dangerous 
situations, Later, when the effects of the emotions 
upon the body were studied, it became obvious 
that in the emotions we have a most potent factor 
which can influence for good or evil any phase 
of bodily metabolism. So much is this so that it 
can hardly be overstating the case to say that 
placing the patient in the optimum psychic state 
ranks with the other essential preparations for 
operation, or even with the skillfulness of the 
operator, as far as a successful result is concerned. 


IMPORTANCE OF PSYCHIC ADJUSTMENT 


The medical profession has come to realize that 
a completely satisfactory operation with the best 
of surgical technique is only part of the problem 
involved when an individual is found to have a 
condition which necessitates surgical intervention. 
In spite of having an accurate surgical diagnosis, 
an expert and satisfactory surgical procedure and 
an uncomplicated convalescence, there are far too 
many patients who are incapacitated, some only 
temporarily, but others permanently, because of 
failure to adjust psychically following the oper- 
ation. This maladjustment may take the form of 
either a neurosis or a psychosis. 

Here the anesthetist and surgeon show what 
is being demonstrated in every other department 
of medicine, namely, that the patient is an indi- 
visible whole; that no psychic disturbance can 
take place without a corresponding somatic re- 
action. Therefore psychic trauma takes its place 
together with trauma of tissues, in the undesira- 
ble factors of any operation. In order that the 
patient may go through a surgical operation with 
the optimum chances of being restored to com- 
plete normality, there must be perfect teamwork 
between the internist, the surgeon, and the anes- 
thetist—also the nurse. Perhaps in the ideal team 
every member must be familiar with the indi- 
vidual situation to be met, and must work with 
every other member ; not only to do nothing harm- 
ful or tending to introduce ideas at variance with 
the policy of the whole, but that each should con- 
tribute personally to the mental attitude deemed 
necessary by the team. 








*From the neuropsychiatric division, Stanford Univer- 
sity Medical School. 

* Read before the Anesthesiology Section of the Cali- 
fornia Medical Association, at the sixty-second annual 
session, Del Monte, April 24-27, 1933. 

7 Deceased. 
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ROLE OF THE ANESTHETIST 


However, it frequently happens that much of 
the responsibility falls on the anesthetist. To the 
members of this specialty “there is apparent the 
most obvious necessity of including the psychic 
needs. The anesthetist was quick to see the ad- 
vantage of working with a quiet, relaxed and con- 
fident patient, and in order to produce such a 
situation the preliminary visits were introduced. 
During these visits much more than a routine 
check-up of heart, lungs, blood pressure, and urine 
were accomplished. The confidence of the patient 
was secured, and in the chats that preceded oper- 
ation many a misconception of anesthesia and 
surgery were discarded and corrected. Occasion- 
ally the residual of a particularly disagreeable 
previous anesthetic experience has been erased 
by means of the rapport between the patient and 
anesthetist developed during these periods. This 
emotional reaction of the patient toward the an- 
esthetist at this time is analogous to the psychic 
transference which psychiatrists have long recog- 
nized as necessary before effective work can be 
done. 

PREOPERATIVE SEDATIVES 

The preoperative sedative was welcomed by the 
anesthetist as a step in the direction of the pro- 
duction of a calm, confident patient at the begin- 
ning of anesthesia; and it is much to the credit 
of the anesthetist that preoperative sedatives have 
never been used in a careless fashion. A sedative 
has never been expected to take the place of 
understanding, psychic transference. Anesthetists 
knew full well what we in psychiatry daily experi- 
ence, that you cannot rid a patient of fears by 
sedatives alone, nor is it wuaibie to put a panic- 
stricken patient to sleep with ordinary doses of 
sedatives. 

Unwisely administered sedatives sometimes de- 
feat their own purpose. It is not an uncommon 
experience to observe a patient who previously 
presented an outward calm, become very excited 
and even difficult to manage after mild sedation, 
or in the early stages of anesthesia. In fact the 
excited phase in the early stages of anesthesia, 
which has been ascribed to the stimulating action 
of the anesthetic agent, may frequently be due to 
an abeyance of the psychic inhibitory mechanism 
which has been responsible for the appearance 
of outward calm. The conscious control which 
the patient has over his fears is removed by the 
sedation or anesthetic, and considerable psychic 
trauma to the patient results from the measures 
which are necessarily employed to control him. 

It is important to understand the make-up of 
the individual, his habitual reaction to unpleasant 
happenings, and to know, in as much detail as 
possible, the situation which exists in every aspect 
of the patient’s life at the time. Only then can 
the preopers itive sedative be intellige ntly chosen, 
bearing in mind personal idiosyncrasies. 


CHOICE OF ANESTHETICS 


The choice of anesthetics cannot be made with- 
out some reference to the temperament of the 
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patient. Only too frequently a decision is made 
on too narrow a basis. This is well demonstrated 
in the choice between local, spinal, or general an- 
esthesias. The apprehénsive, imaginative, hysteri- 
cal patient should be guarded against additional 
psychic trauma incident to being fully alert to the 
formidable preparations in the operating room, 
and to the emergencies and unguarded remarks of 
the personnel. To other less imaginative types 
these incidents work no hardship. 


OTHER FACTORS 


The anesthetist has been mainly responsible for 
that critical period between the time the patient 
leaves his room and the time the operation is 
started. Of all the psychic difficulties the patient 
must meet, the greatest is delay, which saps his 
confidence and raises his tension. This delay may 
be occasioned by poor judgment in scheduling 
operations on the part of the operating room 
nurse, or it may be due to the anxiety of the 
surgeon that not a minute’s time be lost between 
the finishing of one operation and the starting of 
another. No matter what the cause, the delay is 
a grave injustice to the patient, and is later related 
by him as one of the most harrowing incidents 
of the operation. In these situations the anesthe- 
tist is acutely aware of the damage that is being 
done, but is powerless to speed matters up. They 
ire entirely preventable in most instances, and can 
be avoided by the complete codperation of the 
head operating room nurse, the anesthetist, and 
the surgeon in placing the protection of the pa- 
tient’s interests ahead of any personal convenience. 

Perhaps there are few human relationships 
fraught with such important consequences as that 
between the anxious, frightened patient, and the 
anesthetist. Loss of consciousness for many— 
apart from the anticipated surgery—is a terrify- 
ing thought. This is the time when the patient 
reaches out for the comfort and sustaining power 
of the parent. Here the anesthetist for a short 
while takes the place of the parent, and tides the 
patient over the crisis. 

Imagine at this juncture what a mechanical, 
chilly, anxious or hurried attitude would mean in 
terms of psychic trauma, which may in turn affect 
postoperative shock. Yet, from the reports given 
the psychiatrist, such unskillful or thoughtless 
treatment is not of infrequent occurrence. Its 
effect on the more sensitive outlives the operation, 
and may persist for a long period of time. To 
avoid these complic: utions we need not only skilled 
technical training, but a breadth of sympathy and 
understanding that taxes the capacity of every- 
thing that medical education and experience ordi- 
narily supply. 

It is well known that the optimum time for 
receiving either positive or negative suggestion is 
when an individual is under mild sedation, in the 
early stages of anesthesia or when, thoroughly 
frightened, he consults someone in whom he has 
confidence. Therefore the anesthetist is in a posi- 
tion to erase previous suggestions, and introduce 
new ones which may well be lasting. It is not easy 
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to overemphasize the good results which may 
follow properly applied psychotherapy at this 
period, and it is difficult to overestimate the dam- 
age which may be done by an untrained indi- 
vidual. 

CONCLUSION 


You may well ask how such physiological, phar- 
maceutical, and psychological knowledge, com- 
bined with the experience and personality required 
to make them acceptable, can be found in any 
large group of individuals. It is true that they 
are not to be found in great numbers in the medi- 
cal profession, and it is not reasonable to search 
for them outside of the medical profession. But 
these qualities do occur in our leaders of the an- 

esthetic speci: ilty. We may say, therefore, that 
mere skill in handling a gas machine and the 
ability to bring a patient through a severe opera- 
tion alive, does not make an anesthetist. Inasmuch 
as medicine can never be artificially divided into 
the medicine of the body and the medicine of the 
mind, just so a properly equipped anesthetist must 
be a well-rounded physician who is just as alert 
to the psychic needs of the patient as he is anxious 
for the technical improvements of anesthesia. 

Stanford University Medical School. 


DISCUSSION 


SaAMuEL INGHAM, M.D. (727 West Seventh Street, 
Los Angeles).—Although the facts presented in this 
paper are incontestable and generally known, it still 
happens that patients frequently go to the operation 
table suffering unnecessarily from fear and appre- 
hension. As the authors have emphasized, it is not 
simply a matter of making the patient suffer as little as 
possible, although that is an important consideration. 
The apprehensions and fears suffered by the patient 
are accompanied by widespread somatic reactions, 
actuated through the vegetative nervous system and 
consisting of important changes in the cardiac, vaso- 
motor, endocrine and metabolic functions of the entire 
organism. These reactions follow definite patterns, 
tending to depletion of the reserves of vitality and in- 
creasing the possibility of surgical shock. This has 
been particularly well demonstrated innumerable times 
in cases of operation on the thyroid gland for exoph- 
thalmic goiter. Practical means of avoiding unneces- 
sary apprehensions and fears on thg part of the patient 
obviously depend upon the cooperation between all of 
the physicians and nurses coming in contact with the 
patient. 

The psychologic and physiologic principles involved 
concern not only the anesthesia and surgery, but the 
entire field of medicine. Most people who are sick, 
from whatever cause, incidentally suffer from de- 
pressed and disturbed emotions and, coincidentally, 
from the ac companying physiologic and metabolic re- 
actions. It is a part of the physician’s responsibility 
to analyze each patient in regard to his reactions to 
his illness and other disturbing personal problems, and 
to promote as far as possible a hopeful and optimistic 
attitude. 


e 

Mervin R. Somers, M. D. (Stanford University Hos- 
pital, San Francisco).— The authors have touched 
upon many psychic factors in anesthesia which are 
often overlooked, and the importance of which can 
best be appreciated when one sees these patients re- 
turn with postoperative neuroses or for a second oper- 
ation. A consideration of the age and personality of 
the anesthetist, in the choice for the individual patient, 
is a point too often given no consideration. As the 
authors have brought out, the psychic reaction of a 
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person undergoing a terrifying experience is to turn 
to the parent for guidance and reassurance. The an- 
esthetist assumes this rdle, and if his personality is 
such that it fits in with the patient’s previous psychic 
fixations, his power is greatly augmented. For ex- 
ample: A father-fixated woman usually finds it much 
easier to place her confidence in a middle-aged, 
fatherly appearing male, and frequently has difficulty 
in adjusting to a young woman. The physical and 
personality traits of the child’s mother must be con- 
sidered in choosing the anesthetist of an adolescent or 
younger child. In this connection we must not forget 
that the feminine protest so common in middle-aged 
American men would be more easily handled by a 
male. 

Another point of great value is the care with which 
the operating team and nursing staff must guard their 
chance remarks during the critical periods of the in- 
duction of anesthesia, and just preceding the regaining 
of full consciousness. Unguarded remarks at these 
times reach the patient in a mood extremely favorable 
for suggestion, and the ill effects of unfavorable sug- 
gestion may not be evident for some weeks. The psy- 
chic difficulties engendered are often not seen by the 
surgeon, and their causes are only uncovered by pains- 
taking and costly psychic investigation. There is a 
very fertile field for favorable psychic suggestion dur- 
ing the preanesthetic stage of anesthesia, especially 
if this be prolonged by preoperative sedation. If the 
extremely favorable psychic state a patient can be 
thrown into by kindly and hopeful suggestion at this 
stage were generally appreciated, fewer psychic com- 
plications would be encountered during convalescence. 
| hope that at a future date the many factors just 
touched upon by the authors will be further elabo- 
rated, for I am sure that when these factors are con- 
sidered, the art of anesthesia will progress in ways 
as yet impossible by the pharmacologic approach. 


MIXTURE OF NOVOCAIN AND NUPERCAIN 
IN INTRADURAL BLOCK (SPINAL) 
ANESTHESIA* 

By Hatt G. Hoiper, M.D 
San Diego 


Discussion by Edmund Butler, M.D., San Francisco; 
W.W. Cross, M. D., Oakland. 


XPERIMENTAL work which has been con- 

firmed from different sources has shown that 
blood-pressure fall after the administration of 
spinal anesthesia is not due to splanchnic dilation, 
but is mainly cardiac. Paralysis of the intercostal 
and phrenic nerves interferes with normal chest 
expansion and diaphragmatic excursion, causing 
stasis of blood in the right heart and its tribu- 
taries. The proper use of ephedrin is an impor- 
tant preventive measure against excessive fall in 
blood pressure. Early recognition of too high an- 
esthesia (loss of epicritic and protopathic sensa- 
tion above the level of the sixth rib) and immedi- 
ate institution of proper carbon dioxid and oxygen 
therapy prevents serious complications. Proper 
selection of cases so as to exclude those presenting 
advanced degenerative changes in the cardiovascu- 
lar system is a most important precaution. The 
poor risk patient, due to degenerative changes in 
any vital organ, especially those with myocardial 
degeneration with or without hypertension, repre- 
sents the principal contraindication to this anes- 
thetic. Cases of hypotension per se are not bad 


*A preliminary report. Submitted January 6, 1933. 
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risks, but, on the contrary, do exceptionally well 
under spinal anesthesia. Traumatic and hemor- 
rhagic shock remains definitely a contraindication. 


DOSAGE IN SPINAL ANESTHESIA 


It is a known fact that a certain minimum 
dosage of any of the common agents in use for 
spinal anesthesia is sufficient to produce adequate 
anesthesia, the height depending primarily on the 
amount of spinal fluid removed and reinjected. 
Contrary to the published belief of many, increase 
in dosage does not materially affect the height or 
duration of the anesthetic, but definitely increases 
the hazard of uncontrollable complications. 

Similarly prepared solutions of specific gravi- 
ties different from that of spinal fluid are used, 
supposedly to control height and length of an- 
esthesia. I have never been able to duplicate the 
results claimed for these solutions, and I feel that 
they possess no advantages over the novocain 
crystals dissolved in spinal fluid. Anesthesia of 
forty-five minutes to one hour duration may be 
expected with the use of novocain. This not in- 
frequently requires some supplemental inhalation 
anesthesia toward the close of the operative pro- 
cedure, often deep anesthesia to close the peri- 
toneum in laparotomies. This always causes delay, 
but more particularly added shock, which is a 
distinct hazard for the patient. 


NUPERCAIN 


With the idea of overcoming this hazard by 
the use of novocain, I previously observed a series 
of cases! in which nupercain was administered. 
(Nupercain or percain has been satisfactorily re- 
ported as producing prolonged anesthesia in the 
dosage of two cubic centimeters of a 1: 200 solu- 
tion in physiological saline. In this great dilution 
its effects are nontoxic.) An analysis of the series 
in which nupercain was administered, as compared 
with a previous series? given, novocain crystals 
yielded the following conclusions : 

1. Nupercain is a safe and satisfactory agent 
for spinal anesthesia when used for operations 
below the diaphragm. 

2. It has the following disadvantages as com- 
pared with procain crystals: (a) Lengthened 
period of onset of anesthesia following adminis- 
tration. (b) Definitely greater tendency to post- 
anesthetic headache. 

3. It has the following advantages as compared 
with procain crystals: less variation in individual 
susceptibility to the drug; less nausea, vomiting, 
and subjective symptoms because of the better 
sustained blood-pressure level ; less blood-pressure 
fall and more constant level after the initial drop ; 
sufficient length of anesthesia with the average 
nontoxic dose for all operative procedures, the 
markedly lengthened analgesia promoting greater 
immediate postoperative comfort for the patient. 

With the above information at hand I became 
interested in learning if a suitable combination of 
novocain and nupercain could be effected so as 
to derive the major advantages from both and 
perhaps by such a combination do away with some 
of the disadvantages of each. 








TECHNIQUE OF ADMINISTRATION 


In a patient properly prepared for spinal an- 
esthesia, i. ¢., proper sedation before coming to 
the operating room, with the administration of 
50 milligrams of ephedrin in lower abdominal 
cases and 100 milligrams in upper abdominal cases 
fifteen minutes before lumbar puncture, the lum- 
bar tap is made with a fine-gauge needle in the 
second or third lumbar space. Details of the 
proper posture of the patient in the lateral position 
to facilitate an accurate spinal tap are adhered to 
as outlined by Huff.* 

Fifty milligrams of novocain crystals are dis- 
solved in two cubic centimeters of 1:200 nuper- 
cain solution. A ten cubic centimeter syringe 
containing this mixture is attached to the spinal 
needle and a sufficient quantity of spinal fluid 
aspirated to obtain the desired height of anesthesia 
after the well-known volume control technique. 

Following administration the patient is placed 
in a moderate Trendelenburg position, watched 
and entertained, the height of anesthesia carefully 
determined, frequent blood pressure determina- 
tions made, and toxic symptoms of too high an- 
esthesia or too great blood-pressure fall controlled 
immediately. 

One feature I particularly insist upon is the 
giving of very light gas anesthesia if the patient 
is fretful or nervous about being conscious of his 
surroundings. This comforts the nervous type of 
patient and in no way complicates the anesthesia. 
In fact the giving of a proper amount of oxygen 
is provided, and the surgeon has the advantages 
of the regional anesthesia for his work. I think 
it is wrong to insist on consciousness in these 
patients. If awake the patient should not be nar- 
cotized to the extent that he is unable to cooperate 
in the necessary breathing exercises. 

Following operation, the patient is kept flat in 
bed for twenty-four hours to minimize the possi- 
bility of postanesthetic headache. The postopera- 
tive advantages to the patient administered spinal 
anesthesia are known and need no reiteration. 


ANALYSIS OF RESULTS 


This study comprises seventy-four cases person- 
ally anesthetized and operated, representing surgi- 
cal procedures on the stomach, colon, and biliary 
tract in the upper abdomen, hernia, appendix, 
prostate and female generative organs, many com- 
bined abdominal and perineal operations in the 
lower abdomen. 

Of the seventy-four cases, forty-four, or 59 per 
cent, showed an average fall of systolic blood 
pressure of 20.4 millimeters; fourteen cases, or 
18 per cent, were stabilized without fall or eleva- 
tion; while sixteen, or 21 per cent, showed an 
average elevation of blood pressure from the pre- 
anesthetic level of 23.6 millimeters. 

In the series given nupercain alone, the average 
fall of systolic blood pressure was 17.3 millimeters. 
This corresponds almost exactly with Keyes’ * 
figure of 18 millimeters for his series, which he 
compares with a series of cases given novocain 
crystals in which there was an average drop of 
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31 millimeters, and a further drop of 39 milli- 
meters in another group administered spinocain. 
It is evident, therefore, that the addition of 50 
milligrams of novocain to the average dose of 
nupercain does not materially alter the average 
blood-pressure fall. Furthermore, careful graphic 
records demonstrated that the typical nupercain 
curve still predominated, 7. ¢., an immediate but 
diminished fall in blood pressure with a constant 
maintenance of the low level until the blood pres- 
sure begins gradually to return to normal. With 
the use of novocain and spinocain original blood- 
pressure fall is more gradual, the lowest point 
being reached in about one-half hour, with further 
subsequent drops not uncommon. Thus with the 
typical nupercain reaction, as compared with novo- 
cain, late reactions in the form of nausea and 
vomiting due to delayed fall in blood pressure 
need not be expected to disturb the operative pro- 
cedure. 

Failure to obtain anesthesia did not occur with 
the novocain-nupercain mixture. Furthermore, al- 
most immediate anesthesia was obtained as with 
the use of novocain alone, obviating the delay of 
ten to fifteen minutes experienced when nupercain 
was the sole agent. No change was noted in the 
average duration of nupercain anesthesia, the 
period being from three to five hours, with partial 
anesthesia for a much longer time. The feature of 
lengthened analgesia contributes in no small way 
to the comfort of the patient in the immediate 
postoperative period, especially if morphin and 
sodium amytal are given before the anesthetic 
effect of the nupercain is allowed to wear off 
completely. 

There were few subjective symptoms during the 
anesthesia, occasionally slight nausea, notably less 
than with novocain, as personal susceptibility to 
nupercain is negligible. Curiously enough, post- 
anesthetic headache occurred with the novocain- 
nupercain mixture in only 3 per cent of cases as 
compared with 6 per cent in the nupercain series, 
and 1.9 per cent in the group administered novo- 
cain crystals. In those instances where headache 
developed, it was checked immediately by the 
intravenous use of caffein sodium benzoate, this 
therapy being apparently a specific for this compli- 
cation. 

CONCLUSIONS 


1. Novocain-nupercain mixture in the propor- 
tion of 50 milligrams of novocain to two cubic 
centimeters 1:200 nupercain solution is a safe 
agent for intradural block anesthesia. 

2. In this dosage and combination are derived 
the major advantages of each agent; these ad- 
vantages being: 

(a) Lengthened period of anesthesia and anal- 
gesia sufficient for all operative procedures charac- 
teristic of nupercain. 

(b) Immediate anesthesia as with novocain 
crystals. 

(c) Less blood-pressure drop with maintenance 
of a constant level giving fewer subjective symp- 
toms during anesthesia, due to a decrease in indi- 
vidual susceptibility to the effects of nupercain. 
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(d) A 50 per cent decrease in postanesthetic 
headache as compared with the use of nupercain 
alone. 

1109 Medico-Dental Building. 
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DISCUSSION* 


Epmunp Butter, M. D. (490 Post Street, San Fran- 
cisco).—I have not had sufficient experience with a 
solution of novocain and nupercain in intradural block 
to be able to recommend or discourage its use. Doctor 
Holder’s claims are reasonable. The decrease in the 
fall of blood pressure and the greatly lengthened 
period of the analgesia are qualities much desired. 
I am convinced if these qualities prove to be constant 
over a large series and no serious disadvantages de- 
velop, the novocain and nupercain solution will soon 
be generally used. I feel very definitely the use of 
intradural block is contraindicated in patients who 
have any history of myocardial weakness or of coro- 
nary sclerosis. 

Slightly in disagreement with Doctor Holder, I do 
not believe that shock is a contraindication to intra- 
dural block. If the blood vessels are elastic and the 
myocardium is normal, the shocked patient is just as 
safe, in my opinion, under intradural block as under 
any anesthesia. In gunshot wounds of the abdomen, 
perforated ulcer and perforated appendicitis with gen- 
eral peritonitis, the operator is able to work much 
more speedily aided by complete relaxation. Some 
surgeons have reported a lessened mortality when 
using subdural block in the above type of cases. 


*A letter by A. M. McLellan, M. D., New York, to The 
Journal of the American Medical Association, and pub- 
lished on February 4, 1933, in which the toxicity of nuper- 
cain is discussed, is here appended. 

To the Editor :—In Queries and Minor Notes (THE JourR- 
NAL, December 3, 1932, p. 1973) occurs a caution regarding 
the toxicity of nupercain which may lead to misunder- 
standing. 

One should distinguish between absolute and relative 
toxicity. True, nupercain is, absolutely, fully equal to 
cocain in toxicity as judged by subcutaneous injection into 
dogs. On the other hand, it has been shown to be more 
powerfully anesthetic, so that its relative toxicity may 
eventually be found to be less than that of cocain by in- 
jection. Indeed, so far as I am aware, there is no proof 
that nupercain, in proper anesthetic concentration, is more 
toxic than procain in similar anesthetic strength. Unfor- 
tunately, through carelessness or ignorance, nupercain has 
been used in some instances in far greater concentration 
than is necessary or advised, and the disastrous results 


have been ascribed unjustly to the drug and not to its 
user, 





My associates and I have been using nupercain now 
over three years for surface, infiltration, caudal and sub- 
arachnoid anesthesia. In the urethra we employ 1:250 
solution, injecting a total of about 20 cubic centimeters in 
the anterior and posterior urethra. This procedure has 
been followed in approximately one thousand patients and 
we have yet to observe an instance of toxic reaction. 
There is no doubt in my mind that the injection of 1:250 
solution of nupercain into the urethra may cause poisoning 
if it is done with carelessness; likewise, there is no doubt 
in my mind that the intra-urethral injection of 4 per cent 
procain hydrochlorid may cause serious or even fatal re- 
action if it is done soon after instrumentation, or if undue 
force is used in making the injection. 


In my opinion, there is no ‘‘fool-proof’’ local anesthetic 
that is truly effective, and one cannot too strongly con- 
demn exaggerated claims regarding the safety of these 
drugs. On the other hand, from personal experience and 
a fair knowledge of the literature, I do not believe that 
the risk attending the intelligent use of nupercain for any 
type of anesthesia is greater than that attending the em- 


ployment of the ‘‘safe” procain hydrochlorid.—A. M. 
McLellan. 
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I still feel when operating upon patients, where the 
past history is not clear and the anesthetist is not 
expert, ether by the drop method is the safest anes- 
thetic. 


W. W. Cross, M.D. (1624 Franklin Street, Oak- 
land).—To one who has observed spinal anesthesia 
since it was introduced in surgical procedures, the 
progress that has been made is as impressive as the 
procedures when first introduced. Calling to mind 
experience with cocain, stovain, tropacocain, and novo- 
cain, which are apparently toxic, in the order named 
and have been discarded in this order save the last, 
which would have, had it not been for the introduction 
of ephedrin. 


Should the contention set forth by Doctor Holder 
be the experience of others who are influenced by his 
suggestions, it would mean further improvement in 
this valuable method of inducing anesthesia. 

During the past eight years, in association with 
Dr. L. L. Stanley in the state prison at San Quentin, 
an opportunity has been afforded to observe the rec- 
ords of four thousand spinal anesthesias. This has 
embraced the use of several different drugs, but many 
years ago novocain was found satisfactory. There 
have been many efforts to induce a change, but we 
adhere to the novocain crystals dissolved in two centi- 
meters of spinal fluid. Since ephedrin was added to 
the procedure the results have been better. This is 
usually given by mouth, three-fourths of a grain one- 
half hour before the patient goes to the operating 
room, 

While there have been many suggestions as to the 
contraindications in certain conditions, our experience 
has not made such facts sufficiently marked to observe 
them. 

My own work is confined to urologic surgery, and 
many are men, old and feeble, with cardiac and vascu- 
lar disease practically a certainty, but there has not 
been a death. The only death we felt we could charge 
to the anesthesia was in a young man who had peptic 
ulcer with perforation and hemorrhage. A spinal was 
administered to facilitate the effort to deal with the 
hemorrhage. He was exsanguinated when he reached 
the hospital. 

In high operations the second space is used, and 
for a nephrectomy the patient remains on the side to 
be operated upon for five minutes. One observes the 
effect is confined largely to that side until the patient 
is turned to the other side. 

The usual dose ranges from 50 to 150 milligrams. 
The anesthesia lasts usually for one hour. In my pri- 
vate work, gas and oxygen are frequently added for 
the comfort in relieving the nervous tension of the 
patient, but previous medication is seldom given. 

Certainly in urological procedures that are carried 
out upon old men with poor kidney function and car- 
diac and vascular disease, spinal anesthesia has added 
much to enable such patients to be brought through 
a serious surgical procedure successfully. 

Although not having had experience with nuper- 
cain alone or a combination with novocain, one cannot 
be otherwise than impressed that it has merit, as the 
experience of Doctor Holder indicates and for the 
reasons he has set forth. 


Docror Ho.per (Closing).—I wish to thank Doctors 
Butler and Cross for their discussion. Finally, I would 
mention recent experience with this combination in 
connection with pantocain. Experiencing very definite 
delay with the onset of complete anesthesia when 
using pantocain, I have satisfactorily employed a simi- 
lar technique with this agent. Length of anesthesia 
is approximately one-half that of nupercain, but with 
less reaction. My experience has been prompt anes- 
thesia as with novocain alone, when using the above 
mixture; with much lengthening of anesthesia with 
both these substances when lengthened anesthesia is 
desired. 


DIVERTICULOSIS AND DIVERTICULITIS 
OF THE COLON * 


By Verne C. Hunt, M. D. 


Los Angeles 


Discussion by Clarence G. Toland, M.D., Los Angeles; 
Fred R. Fairchild, M. D., Woodland; Leo Eloesser, M. D., 


San Francisco. 


IVERTICULA occurring in the colon were 

perhaps first described by Cruveilhier* in 
1849. They were subsequently described by Vir- 
chow,? in 1853, who gave a minute description 
of peridiverticulitis, to which he referred as a 
“chronic adhesive peritonitis.” Rokitansky,’ in 
1856, contributed materially to the knowledge of 
the subject. In 1858, Sydney Jones* reported a 


case of acute diverticulitis of the sigmoid which 
resulted in a fistulous communication with the 
bladder, In 1898, Graser® again called attention 


to this distinct disease entity, emphasizing its im- 
portance in the explanation of certain sympto- 
matic manifestations of the sigmoid colon. For 
the most part, up to this time, the contributions 
to the knowledge of diverticula of the large bowel 
had been made on observations at the autopsy 
table. In 1904, Edwin Beer® presented a most 
comprehensive consideration of the etiology and 
erty of diverticula of the colon. In 1907, 
Wilson, Giffin, and W. J. Mayo’ reported five 
cases in which a portion of the sigmoid was re- 
sected for diverticulitis ; these cases were the first 
recorded in which an operation had been per- 
formed. The description of the clinical manifesta- 
tions of the disease and its pathology brought 
forth a rapid succession of contributions by Hart- 
well and Cecil,* Telling? Mummery,?® Watson,” 


Judd and Pollock,’* “Erdmz inn,’* Spriggs and 
Marxer,'* Rankin and Brown,'® David,'® Conway 


and Hitzrot,’* and many others. 


FREQUENCY OF DIVERTICULA AND 
DIVERTICULITIS 


Sacculation, or the formation of a diverticulum, 
may and does occur in any hollow viscus, channel 
or duct. Diverticula occur in the urinary bladder, 
urethra, gall-bladder, common duct, and the entire 
gastro-intestinal tract from the upper esophagus 
to the rectum. The condition of diverticulosis, 
however, is recognized as a more or less distinct 
entity confined to the colon, while diverticulitis 
practically always infers an inflammatory process 
in diverticula of the sigmoid colon. 

Diverticulitis has become a frequent finding 
with the increase in roentgenologic examinations 
of the colon following the barium enema. During 
a six-year period at the Mayo Clinic, diverticula 
were present in 5.7 of the x-ray examinations of 
the colon. Robertson observed diverticula of the 
colon in five per cent of autopsies in persons more 
than forty years of age. Much controversy has 
arisen regarding etiologic factors responsible for 
diverticulosis, and there seems to be little una- 
nimity of opinion. It is certain that a number of 


* Read before the joint meeting of the Radiology and 
General Surgery Sections of the California Medical As- 
sociation at the sixty-second annual session, Del Monte, 
April 24-27, 1933. 


CALIFORNIA AND WESTERN MEDICINE 





Vol. XL, No. 2 


conditions are contributory factors. Diverticula 
of the colon are seldom if ever true diverticula in 
that all coats of the wall of the bowel enter into 
the formation of the sacculation, but in practi- 
cally all instances are false diverticula resulting 
from herniation of mucosa through defects in the 
muscle wall covered by the peritoneum. It seems 
that among all of the causes attributed to the 
development of false diverticula of the colon, 
Keith’s ’* idea of intracolonic pressure is most 
plausible and acceptable. That there are defects 
in the large intestinal wall, there seems good 
reason to believe. The penetration of the muscu- 
laris by the blood vessels should provide points 
of muscular weakness vulnerable to intracolonic 
pressure. Diverticula of the colon practically al- 
Ways occur opposite the mesenteric border and 
in the lateral walls of the colon. Conway and 
Hitzrot ** described the diverticula as pea-shaped 
projections from the bowel wall, which at times 
are contained within appendices epiploicae, and 
may be grossly indistinguishable from such normal 
structures. The literature contains scant refer- 
ence to possible relationship between appendices 
epiploicae and diverticulosis. As observed in the 
x-ray films and at autopsy, diverticulosis may in- 
volve the entire colon from the cecum to the 
rectum, but its frequency and size increase from 
the right to the left colon, Some years ago, in the 
preparation of a thesis, “Torsion of Appe ‘ndices 
I-piploicae,’’® I had occasion to study the nature 
and distribution of these structures. Their size is 
variable in different persons along the course of 
the large bowel, the smallest occurring along each 
side of the appendix vermiformis. The develop- 
ment is moderate on the ascending and descend- 


ing colon, and the greatest size is usually on 
the transverse colon and sigmoid flexure. Their 


length varies from 0.5 to 5 centimeters, and 

a rule one artery and one vein enter each appendix 
epiploicae. It is in the obese person that maximum 
development of appendices epiploicae is noted. 
With maximum development of these structures, 
larger nutritional blood vessels pierce the muscu- 
laris, providing to small, poorly developed appen- 
dices epiploicae a larger muscular defect than that 
for the vessels. Since all cases of torsion of an 
appendix epiploicae present acute pathologic proc- 
esses, characterized by subperitoneal hemorrhagic 
effusion, 


fat necrosis and gangrene, infection of 
the appendix epiploicae by direct microbic in- 


vasion from the lumen of the bowel, as in diver- 
ticulitis, seems a very probable etiologic factor. 
That some relationship exists between appendices 
epiploicae and the development of diverticula of 
the colon is seen in the observation that extensive 
diverticulosis exhibits a distribution of diverticula 
similar to the anatomic arrangement of appendices 
epiploicae, 

In diverticulosis of the colon there may be but 
a solitary diverticulum in any portion of the colon, 
or a great many diverticula distributed from the 
cecum to the rectum. When multiple, they are 


found in increasing size and number from the 
right to the left side of the colon, and are usually 
more numerous in the sigmoid, to which portion 
of the colon they 


are confined in 75 per cent of 
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the cases. Diverticulosis has been observed usu- 
ally after the fourth decade of life. Hartwell and 
Cecil * reported two patients seven and ten years 
of age; one of Erdmann’s cases was under seven 
years of age. Seventy per cent of the patients 
observed at the Mayo Clinic, and reviewed by 
Rankin, were between fifty and seventy years of 
age; 95 per cent were more than forty years 
of age. It is noteworthy that persons in whom 
diverticulosis of the colon is present tend toward 
obesity. Constipation has been considered an im- 
portant factor in diverticulosis; however, it is 
very questionable that such functional disturbance 
may be considered etiological. More probable is 
constipation coincident or resultant from increased 


spasticity of the colon often associated with 
diverticulosis. 
Diverticulosis usually exists as an asympto- 


matic condition. It is only with the advent of 
retention of fecal material, with secondary inflam- 
matory reaction in and about the diverticulum, 
that symptoms may be manifested and the con- 
dition recognized as a true diverticulitis. While 
diverticula may be present in any portion of the 
colon, it is extremely uncommon to encounter 
diverticulitis in other situations than the sigmoid 
colon. It seems reasonable to explain the absence 
of such inflammatory process in the right half of 
the colon not only on the relative infrequency 
of diverticula in that portion of the colon, but on 
the relative fluidity of the contents of the right 
half of the colon as compared with the more solid 
nature of the contents of the sigmoid, with im- 
paction of fecal material within diverticula pro- 
ceeding to the formation of fecal concretion. The 
condition of diverticulitis for the most part is 
peculiar to the sigmoid, and often has been called 
left-sided appendicitis of old people. 

The inflammatory process that sometimes ap- 
pears in one or more diverticula may be an entirely 
local one in which resolution occurs promptly, or 
it may be progressive with perforation, localiza- 
tion with abscess formation, or general perito- 
neal involvement. Protective perforation onto the 
bladder or small intestine at times results in fistu- 
lous communication with such structures, as a 
vesicocolic or enterocolic fistula. 


RELATIONSHIP TO 
THE 


CARCINOMA OF 
COLON 


Considerable difference of opinion exists re- 
garding the relationship of diverticulosis or diver- 
ticulitis to carcinoma of the colon. In general it 
may be stated that malignant disease occurring 
in a diverticulum in any situation in the body is 
extremely rare, but it does occur. I have previ- 
ously reported *”*' five cases of malignant dis- 
ease occurring primarily in, and confined to, a 
diverticulum of the urinary bladder. There was 
nothing particularly peculiar about these diver- 
ticula, for the malignant lesions within were the 
same type of epithelioma usually encountered in 
the urinary bladder. Malignant disease occurs 
more frequently in the sigmoid than in any part 
of the gastro-intestinal tract except the stomach. 
In approximately 45 per cent of the cases of 
malignant disease of the colon, to the exclusion 
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of the rectum, the lesion occurs in the sigmoid. 
Occasionally diverticulitis and carcinoma are asso- 
ciated ; however, there is very little evidence that 
carcinoma develops but rarely, if ever, upon a 
chronic diverticulitis of the sigmoid. When they 
are associated, diverticula of the sigmoid may be- 
come invaded by carcinoma, as primary malignant 
disease of the urinary bladder may invade an 
associated diverticulum. 


RANKIN’S CLASSIFICATION 


The classification of Rankin ** provides an excel- 
lent division in terms of pathology, clinical mani- 
festations and indications for therapy. (1) Diver- 
ticulosis: Cases in which evidence of diverticula 
is found by roentgenographic examination or at 
autopsy, and in which, from all available data, 
the diverticula do not bear any relationship to 
the patient’s complaint. (2) Diverticulitis: Acute, 
chronic, complicated, with formation of abscess 
and fistulas, external and internal (vesicocolic and 
enterocolic ), and cases associated with malignancy. 

That diverticulosis may be found on roentgeno- 
logic examination of the colon in the absence of 
symptoms is of no greater significance than the 
visualization of the appendix following a barium 
meal or enema, and the potentialities are perhaps 
no greater than in a visualized appendix. When 
symptoms are manifested in the presence of diver- 
ticulosis it is reasonable to suspect a diverticulitis 
involving one or more of the sacculations. In- 
asmuch as diverticulitis is practically always a 
disease of the sigmoid, symptomatic manifesta- 
tions of such disease usually emanate from the 
lower left quadrant of the abdomen. 

In chronic, or often styled self-limited diver- 
ticulitis, the inflammatory process is limited to 
the wall of one or more of the diverticula, mani- 
fested clinically by recurrent attacks of left lower 
abdominal discomfort or moderate pain, consti- 
pation or diarrhea lasting a few days, with dis- 
appearance of symptoms. Acute diverticulitis is 
often accompanied by left abdominal symptoms 
closely resembling those of acute appendicitis, 
characterized frequently by acute onset of pain, 
nausea and vomiting, fever, leukocytosis, and 
localized tenderness. There is often a disturbance 
of normal bowel activity. Such attacks may sub- 
side after appropriate therapeutic procedures, to 
recur repeatedly at intervals of weeks or months. 
Perforation may occur, as in acute appendicitis 
with abscess formation or general peritonitis. A 
protective perforation may result in symptoms 
referable to the bladder. This structure is the one 
most frequently involved when diverticulitis be- 
comes complicated by fistula formation. Erdmann 
has on a number of occasions met with perfora- 
tion of diverticula high in the rectum, resulting in 
ischiorectal abscess. The advent of a vesicocolic 
fistula is characterized by the manifestations of 
a cystitis, and usually the passage of fecal material 
or gas, or both, establishes the diagnosis. When 
multiple diverticula become involved in an acute 
diverticulitis, the inflammatory reaction and peri- 
diverticulitis often appear sufficiently pronounced 
that a tumor mass becomes palpable, which at 
times produces partial obstruction in the sigmoid. 
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It is extremely unusual for such a process associ- 
ated with diverticulitis to exhibit the complete 
obstruction so often produced by malignant dis- 
ease in this situation. 

Roentgenologic examination of the colon after 
giving a barium enema is the most dependable 
single procedure in the diagnosis of diverticulosis, 
and when diverticulitis is ‘suspected the presence 
of one or more diverticula in the film aids mate- 
rially in establishing the diagnosis. 


REPORT OF CASE 


One may be misled in placing complete reliance upon 
roentgenologic aid, for roentgenologic evidence may 
be entirely lacking. Such an instance was brought to 
my attention about two years ago. A physician had 
had repeated attacks during the preceding three or 
four years, all of a similar nature, and characterized 
by more or less acute onset of pain in the left lower 
quadrant of the abdomen, accompanied by nausea 
and vomiting, increased intestinal peristalsis, diarrhea, 
localized tenderness, fever and moderate leukocytosis. 
Repeated complete examination, including roentgen 
investigation of the urinary and intestinal tracts, had 
failed to disclose the cause of the attacks. A recent 
roentgenologic examination of the colon showed 
moderate irregularity in the sigmoid, which persisted 
in only one of several films, and was regarded due to 
spasm of the sigmoid. At no time were diverticula de- 
picted in the films. Within twenty-four hours follow- 
ing the last attack, I explored the abdomen through 
a left rectus incision and found a single diverticulum 
low in the sigmoid, opposite the mesenteric border. 
The diverticulum was about one centimeter in diame- 
ter, and contained an abscess. Appendices epiploicae 
were adherent to the diverticulum as protection to the 
perforation which had occurred. That no subsequent 
attacks have occurred and that no other diverticula 
were found at exploration, when taken in conjunction 
with the absence of diverticula in repeated films of 
the colon, is more than suggestive that in this par- 
ticular instance there was but one diverticulum. 


DIAGNOSIS 


Diverticula are usually multiple, but at times 
are single, and with their involvement in inflam- 
matory disease it is to be expected that the usual 
roentgen evidence of diverticulosis would be en- 
tirely lacking. A mass in the lower left quadrant 
of the abdomen at times presents roentgenologic 
findings in which it may be extremely difficult to 
differentiate between diverticulitis with extensive 
peridiverticulitis and carcinoma. Usually, under 
such circumstances, one must always give due con- 
sideration to the association of diverticulosis and 
carcinoma, or perforation of the sigmoid at the 
site of carcinoma with localization of infection or 
abscess formation. The mass, localized tender- 
ness, abdominal distention, fever and leukocytosis 
may be present with tumefaction due to diverticu- 
litis, as with carcinoma which has perforated. 
One must then give due consideration to diag- 
nostic features of secondary importance, i. e., the 
previous history of bleeding from the bowel, the 
character and size of the stool, and the findings 
on proctoscopic examination. In the presence of 
such an acute process, proctoscopic examination 
is practically always contraindicated, and at best 
provides little, if any, accurate or dependable data 
supporting a diagnosis of diverticulitis. 

When enterovesical fistula exists as a compli- 
sation, the passage of fecal material and gas from 
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the bladder usually establishes the diagnosis. The 
frequent passage of thin stools of the nature and 
consistency of small intestinal contents in the ab- 
sence of blood and mucus, at some time subse- 
quent to an acute diverticulitis, aids: to establish 
the diagnosis of enterocolic fistula. The onset of 
an acute diverticulitis, simulating an acute attack 
of appendicitis, should be suspected in all such 
acute symptoms emanating from the lower left 
quadrant of the abdomen, particularly in the male 
beyond forty years of age, after excluding left 
ureteral stone. In the female the diagnostic diffi- 
culties are enhanced through possible primary dis- 
ease of the pelvic organs. Erdmann has stated 
that in the acute fulminating type of diverticulitis 
it may be that one must take refuge in the diag- 
nosis of an acute condition of the abdomen and 
explore. 
TREATMENT 


The treatment of diverticulosis is of about as 
little importance as are the findings of these little 
sacculations in the colon when they are asympto- 
matic. The presence of diverticuli in the colon in 
the absence of symptoms is of no more signifi- 
cance than the visualized appendix vermiformis 
without symptoms. Inasmuch as constipation often 
is associated with moderate or extensive diver- 
ticulosis of the sigmoid, and perhaps is a factor 
in the production of a diverticulitis, anticonsti- 
pation regimen, including a bland diet and the use 
of the mild oils, is advisable. Should mild symp- 
toms of diverticulitis occur, continued regulation 
of the bowels, with external application of heat 
and the use of belladonna to relax bowel spasm, 
usually suffices. Surgical treatment must always 
be given due consideration when symptoms of 
acute diverticulitis are present. However, as to 
whether operation should or should not be advised 
requires mature judgment. The treatment of 
diverticulitis of the sigmoid depends upon many 
factors. W. J. Mayo ** has said: “In acute cases 
if the patient is old, obese, and a poor risk for 
operative procedures, the treatment should be 
tentative.” Erdmann ** has taken the rather ex- 
treme position by the statement, “The acute con- 
dition presents but one solution, in the absence 
of contraindications, and that is, early operation.” 
He states further, “One should no more wait for 
resolution in the acute type of the disease than 
to wait with an acute appendicitis or suppurating 
tubes.” It is my opinion that such recommenda- 
tion may well apply to the cases only in which 
one may suspect an acute perforated diverticulitis. 
Experience has shown that perforation with gen- 
eral peritoneal contamination occurs rarely; that 
when perforation does occur it usually is a pro- 
tective one wherein omentum and appendices epi- 
ploicae tend to localize the process to the wall of 
the bowel in which resolution frequently occurs. 
If the process goes on to abscess formation, drain- 
age, of course, becomes necessary. 

Surgical Indications. — Indication for surgical 
procedure is very definite in the chronic compli- 
cated cases where, following the drainage of an 
abscess, an external fecal fistula persists, with 
failure of resolution of the inflammatory process 
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in the sigmoid, and in those cases in which entero- 
vesicle or enterocolic fistula occur; those in which 
an inflammatory obstruction of the sigmoid results, 
and those associated with carcinoma. Such compli- 
cations usually require radical procedures. It 
should be borne in mind that radical surgical pro- 
cedures on the left colon carry greater risk than 
similarly radical operations elsewhere in the entire 
gastro-intestinal tract. Resection of the sigmoid 
for a partially obstructive inflammatory process 
may at times be accomplished with a fair degree 
of safety by the multiple stage Mikulicz procedure. 
However, it is often if not usually best to precede 
such procedure by temporary colostomy or cecos- 
tomy. The value of preliminary drainage of the 
colon by colostomy or cecostomy cannot be too 
strongly emphasized. The Mikulicz procedure 
may be regarded as the only occasional exception 
to preliminary drainage, and I should urge that 
when the Mikulicz type of operation is performed, 
the loop of the sigmoid containing the inflamma- 
tory process be so managed as to not increase 
the degree of intestinal obstruction that may be 
present, or increase the degree of obstruction 
postoperatively. To be specific, the obstructive 
type of resection for diverticulitis, used at times 
for carcinoma of the sigmoid, is entirely contra- 
indicated unless a previously made and function- 
ing colostomy or cecostomy exists. Postoperative 
distention of the colon following any operation 
for diverticulitis in the presence of other diver- 
ticula proximal to the obstruction increases mate- 
rially the danger of acute perforation of one or 
more of these diverticula. An experience in point 
occurred a little more than a year ago in a patient 
in whom the diverticulitis had produced a large 
inflammatory mass which failed to resolve. At 
operation the entire inflammatory loop of sigmoid 
was brought outside of the abdomen and, instead 
of leaving the loop as a true Mikulicz procedure, 
an obstructive resection was done immediately 
and the inflammatory mass of the sigmoid was 
removed. I had not made a preliminary colostomy 
or cecostomy, nor did I consider it advisable at 
the time of the resection, Convalescence was en- 
tirely satisfactory for the first thirty-six hours, 
at which time an acute abdominal complication 
developed and death occurred the following day. 
Autopsy disclosed perforation of two diverticula 
in the descending colon well above the site of 
resection. It is, furthermore, of interest that pre- 
liminary drainage of the colon by colostomy or 
cecostomy will at times be followed by compiete 
resolution of the inflamm: itory mass in the sigmoid 
resulting from extensive diverticulitis, obviating 
the necessity for a subsequent radical procedure. 

Internal fistulous communication with the blad- 
der or other portions of the intestinal tract are 
practically always best dealt with after prelimi- 
nary colostomy or cecostomy. The methods by 
which enterovesicle and enterocolic fistulas may 
be repaired are much more easily described than 
executed and accomplished. Suffice it to say that 
extensive resections at times must of necessity be 
resorted to. 

727 West Seventh Street. 


DIVERTICULA OF THE COLON—-HUNT 101 


REFERENCES 


1. Cruveilhier, Jean: Traité d’anatomie et de patho- 
logique, Paris, 1:590, 1849. 

2. Virchow: Arch. f. Path. Anat., 5:348, 1853. 

3. Rokitansky: Lehrbuch fuer Pathological 
omy, 2:36, 1856. 

4. Jones, Sydney: Communication between the Sig- 
moid Flexure and the Bladder, the Result of Ulcer- 
ation of a False Diverticulum, Tr. Path. Soc., London, 
10:131-132, 1859. 

5. Graser, Ernst: Ueber multiple falsche 
divertikel in der Flexura sigmoidia, Muenchen 
Wehnschr., 46:721-723 (May 30), 1899. 

6. Beer, Edwin: Some Pathological 
Aspects of Acquired (False) 
testine, Am. Jour. Med. Sc., — 135-145 (July), 1904. 

7. Wilson, L. B., Giffin, i. Z., and Mayo, W. J.: 
Acquired Diverticulitis of the Large Intestine, Surg., 
Gynec., and Obst., 5:8-15 (July), 1907. 

8. Hartwell, J. A., and Cecil, R. L.: Intestinal 
Diverticula—A Pathological and Clinical Study, Am. 
Jour. Med. Sc., 140:174-203 (Aug.), 1910. 

Telling, W. H. M., and Gruner, O. C.: Acquired 
Diverticula, Diverticulitis, and Peridiverticulitis of the 
Large Intestine, Brit. Jour. Surg., 4:468-530, 1917. 

10. Mummery, J. P. L.: Diverticulitis and Its Surgi- 
cal Treatment, Lancet, 1:437-440 (Feb.), 1926. 

11. Watson: Bristol M. Surg. Jour., 41:112, 1924. 

12. Judd, E. S., and Pollock, L. W.: Diverticulitis 
of the Colon, Ann. Surg., 80:425-438 (Sept.), 1924. 

13. Erdmann, J. F.: Diverticulitis of the Colon, 
Am. Jour. Obst. and Gynec., 2:609-616 (May), 1925. 

14. Spriggs, FE. I., and Marxer, C. A.: Multiple 
Diverticula of the Colon, Lancet, 1:1067-1074 (May), 


Anat- 


Darm- 
Med. 


and Clinical 
Diverticula of the In- 


1927. 

15. Rankin, F. W., and Brown, P. W.: Diverticulitis 
of the Colon, Surg., Gynec. and Obst., 50:836-847 
(May), 1930. 

16. David, Vernon C.: Diverticulosis and Diver- 
ticulitis, with Particular Reference to the Develop- 
ment of Diverticula of the Colon, Surg., Gynec. and 


Obst., 56:375-381 (Feb.), 1933. 

17. Conway, Francis M., and Hitzrot, 
Diverticulitis of the Colon, Ann. Surg., 
1931. 

18. Keith, Arthur: A Demonstration on Diverticula 
of the Alimentary Tract of Congenital or of Obscure 
Origin, Brit. Med. Jour., 1:376-380 (Feb.), 1910. 

19. Hunt, Verne C.: Torsion of Appendices Epi- 
ploicae, Ann. Surg., 69:31-46 (Jan.), 1919. 

20. Hunt, Verne C.: Malignant Disease in Diver- 
ticula of the Bladder, Jour. Urol., 21:1-12 (Jan.), 1929. 

21. Hunt, Verne C.: Neoplasm Confined to Diver- 
ticulum of the Bladder—Report of Case, Surg. Cl. 
N. Amer., 847- (Aug.), 1929. 

22. Rankin, W., Bargen, J. A., and Buie, L. A.: 
Diverticulosis s Diverticulitis, Chapter VII, 137-158. 
The Colon, Rectum and Ants. Saunders. 1932, 

23. Mayo, W. J.: Diverticula of the Sigmoid, 
Surg., 92:739-743, 1930. 

24. Erdmann, J. F.: 
losis, Jour. Am. Med. 
1932. 


James M.: 
94 :614-639, 


Ann. 


Diverticulitis and Diverticu- 
Assn., Vol. 99, No. 14, 1125-1128, 


DISCUSSION 


Crarence G. Torann, M.D. (1930 Wilshire Boule- 
vard, Los Angeles).—Diverticula of the colon were 

once regarded as inoffensive curiosities, and not until 
comparatively recent years have they been recognized 
as the cause of many of the inflammatory lesions in- 
volving the | arge bowel. 

Their origin is generally considered to be acquired, 
and in this connection it is interesting to note that in 
the small intestine diverticula occur at the mesenteric 
attachment, while in the colon they occur opposite the 
mesenteric border. 

A noted surgeon once told me that during the 
course of a laparotomy, which necessitated manipula- 
tion of a colon, the site of diverticulosis, he actually 


observed a small diverticulum in the process of forma- 
slowly appearing through a 
The story, 


tion; much as a bubble, 
muscle defect on the surface of the sigmoid. 
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fact or fancy, accomplished its purpose of creating a 
lasting impression regarding the cause of diverticula. 

To call diverticulitis of the colon left-sided appendi- 
citis, is a loose application of the term and creates, 
certain extent, a false impression. Diverticulitis, 
acute or chronic, is a much more complex pathologic 
process, having a different symptomatology and _ re- 
quiring different surgical treatment. We would be 
fortunate if diverticulitis could be managed as simply 
as appendicitis, 

If the inflammation would be considerate enough to 
confine itself to one diverticulum, the situation could 
readily be corrected; but almost certainly a number of 
diverticula will be involved, and most likely they will 
be in varying stages of inflammation. 

A diffuse peritonitis is frequently present in 
acute so surgical intervention is usually 
safe until localization and abscess formation have oc- 
curred. Then, after incision these abscesses have 
a disconcerting tendency to form a stubborn fecal 
fistula or, even worse, multiple fistulae. Not infre- 
quently, when all seems apparently well, perhaps after 
months, the abscess recurs and another incision 
becomes necessary. 

Many remedies have been advocated and employed 
in an attempt to eradicate these residual fecal fistulae. 
Intensive heliotherapy has definite value, and if the 
fistula be small the deep instillation of irradiated oil 
(Radolatum) seems beneficial. Repeated application 
of the electric cautery to the mouth of the fistula often 
produces obliteration and closure. A radical excision 
of the tract or infected area is attended with consider- 
able hazard and should only be attempted in certain 
selected cases, such as those unfortunates whose lives 
have burdened with the discomfort of the 
purulent and fecal discharges. 


toa 


the 
stages, not 


too, 


some 


become 


rep R. Faircnitp, M.D. (Woodland Clinic, Wood- 
land).—Doctor Hunt's discussion of this interesting 
subject will be heartily approved by experienced sur- 
geons, primarily because of his conservative attitude. 
Cautious approach is the only safe method of attack- 
ing this often very serious condition. 

The speaker states, “Diverticulosis usually exists as 
an asymptomatic condition.” This statement should 
be remembered, particularly in summing up the data 
in diagnosis of obscure abdominal conditions. The 
roentgenologist can often positively report a diverticu- 
losis of some portion of the large bowel. Without con- 
vincing supporting clinical data we should be slow in 
accepting this finding as an answer to our diagnostic 
problem. Remember that diverticulosis is usually 
asymptomatic. 

The speaker disagrees with those surgeons who 
insist on active surgical attack in all cases of acute 
diverticulitis. Those of us who have observed the ex- 
treme hazard of this procedure must agree. 

In discussing resections of the sigmoid for partially 
obstructive inflammatory processes, he states: “It is 
often, if not usually best, to precede such procedure 
by temporary colostomy or cecostomy.” One wonders 
if it is not always best, and if, in the light of our 
further experience, we will not ultimately make this 
first step as much a routine procedure as we now do 
that of bladder drainage in anticipating a prostatec- 
tomy. Experiences in surgery of the large bowel for 
other conditions than the one under discussion must 
have convinced us of the value of preliminary drain- 
age. If this experience is to guide us we should not 
permit ourselves, because the technical problem looks 
simple, to proceed without this added safeguard. 


& 
we 


Leo Exoesser, M. D. (490 Post Street, San Fran- 
cisco).—Doctor Hunt’s paper, based upon an uncom- 
monly wide experience with the material of the Mayo 
Clinic, compels interest and attention. 

Although, as he says, it is more common to find 
diverticula in the obese, it is not rare to see them in 
thin persons. Doctor Hunt has presented the picture 


of subacute and acute diverticulitis with peridiverticu- 
litis and perforation. 
so-called 


He mentions, also, symptoms of 
spastic colitis occurring in patients with 
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diverticula. The two accompany each other so fre- 
quently that one is inclined to assume some connec- 
tion between the diverticula and the spastic colitis. 


Often patients who complain of alternating constipa- 
tion and diarrhea, of the passage of mucus in the 
stools or, less frequently, of mucus alone; who have 
attacks of abdominal distention accompanied by some 
generalized colicky pain, sometimes approaching the 
degree seen in a low ileus, and who, during these at- 
tacks of distention, are nauseated and vomit, are found 
to have diverticula. When their bowels are regular 
and the stools mushy, they are fairly comfortable. At- 
tacks of constipation or diarrhea, or of either one 
followed by the other, usher in episodes during which 
nausea and distention may be so severe that they might 
easily be mistaken for signs of intestinal obstruction, 
The stools may be narrow and ribbony, or they may 
be hard and contain at times small, hard, round pellets. 
Again, they may be and contain large amounts 
of mucus; the pain, distention, and nausea _ being 
greater when the bowels are than when they 
are constipated. 
Many of these 


loose 
loose 


on without elevation of 
temperature or of the white count; they are probably 
spastic rather than truly inflammatory. In others a 
low fever and some degree of leukocytosis would make 
one diagnose a diverticulitis or pericolitis. But the 
attacks usually yield to rest, hot liquid 
diet, and belladonna. 

Several patients have presented the classical picture 
of ureteral colics; they have had severe paroxysms of 
pain in the flank, radiating to the bladder region and 
the genitals, and have passed considerable quantities 
of blood in the urine, the blood being easily visible to 


attacks go 


compresses, 


the naked eye. Careful examination of the urinary 
tract has excluded stones, and no cause, save the pres- 
ence of multiple diverticula, was found for the colic. 


One was forced to assume that a diverticulitis or peri- 
diverticulitis encroached on the wall of the ureter, 
and that the pain and bleeding were a part of this 
secondary ureteritis. 


SPINAL FLUID FINDINGS IN SYPHILIS* 


By Norman N. Epstein, M. D 
Joun M. Graves, M.D. 
SAMUEL R. SHERMAN, M.D. 

AND 
LeRoy K. Gay, M.D. 
San Francisco 
Discussion by Stanley O. Chambers, M.D., Los Angeles; 
C. W. Barnett, M.D., San Francisco; Mona FE. Bettin, 
M.D., Los Angeles. 


XAMINATION of the spinal fluid in patients 

with syphilis, both as a diagnostic aid and as 
a guide in the management of the therapy of an 
individual case, is universally recognized as an 
essential procedure. This test, however, is not 
made as often or repeated as frequently as it 
should be because of technical difficulties or be- 
cause of the patient’s fear of a spinal puncture. 
During the past few years, experience has demon- 
strated that the spinal fluid must be repeatedly 
studied before one can be assured that a lesion of 
the central nervous system does not exist or that 
it has been controlled by treatment. 

Abnormalities in the spinal fluid are often 
found in the first few months of the disease. It 
is at the time of the generalization of the infec- 
tion with the Treponema pallidum during the 
early stage of the disease that changes, such as 
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an increase in the cell count, increased proteins 
and globulins, changes in the colloidal gold curve 
and a positive Wassermann reaction appear. Most 
observers report that from 30 to 50 per cent of 
these cases have definite spinal fluid changes indi- 
cating the presence of lesions in the central nerv- 
ous system. Invasion of the nervous system may 
also occur during some subsequent dissemination 
of the Treponema pallidum, It is unusual, how- 
ever, for an adequately treated patient with early 
syphilis and a negative spinal fluid to develop 
neurosyphilis at a later time; but this is occasion- 
ally observed. During the later stages of the dis- 
ease, Moore? states that the general incidence of 
neurosyphilis probably does not exceed 20 per 
cent. 

Much of our present knowledge of the changes 
which may occur in the spinal fluid in syphilis is 
based on the investigations by Fordyce and Rosen, 
Moore,” Wile and Keim,’ Stokes and Busman,' 
O’Leary and Nelson,® Solomon and Klauder.® 

The purpose of this paper is to emphasize the 
importance of examination of the spinal fluid in 
patients with syphilis. Particular emphasis is 
placed upon the relation of the blood to the spinal 
fluid findings. It has been our practice to examine 
the spinal fluid of all patients showing any clini- 
cal evidence of central nervous system syphilis ; 
all patients who have received adequate therapy ; 
all those with persistently positive blood Wasser- 
mann or Kahn tests; and those patients who come 
to the clinic with a history of previous treatment. 
Because of the large number of patients who are 
itinerant and do not complete their prescribed 
course of treatment, no accurate deduction as to 
the incidence of neurosyphilis in this clinic can 
be made from our statistics. 


CLINICAL MATERIAL 


The group studied consisted of 335 patients in 
the various stages of syphilis, of whom 75 were 
females and 260 males. All were white except 
four, who were colored. The large majority were 
between thirty and fifty years of age. A total 
number of 906 blood Wassermann tests by the 
Kolmer method and 478 spinal fluid examinations 
were done on this series of cases. Usually the 
Kahn test was performed on the blood as was also 
the Wassermann, but the Kahn test was not done 
on the spinal fluid. 


CLASSIFICATION ACCORDING TO DIAGNOSIS 
AT ENTRY 
The patients are classified in Table 1 according 
to the diagnoses which were made upon entry to 
the clinic, and which were based upon clinical and 
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TaBLe 3.—Wassermann-Fast Group 


Years 


No. Years Known | | No. 
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blood. 
spinal fluid. 
spinal fluid. 


Positive 
Positive 
Negative 


serologic findings. In the group termed “asympto- 
matic central nervous system syphilis” are in- 
cluded all cases without clinical symptoms, and 
a few cases which did not correspond to the other 
types of neurosyphilis. Those patients listed as 
having “latent syphilis” showed no symptoms or 
signs of the disease on entry except positive sero- 
logic tests in the blood, nor gave a definite history 
of the infection with inadequate therapy. 

The patients are further analyzed in Table 2 
under their respective diagnoses, showing the 
groups, sex, and age arranged by duration of in- 
fection and the relation of the blood serology to 
the spinal fluid findings. 


ASYMPTOMATIC 
SYSTEM 


CENTRAL 
SYPHILIS 


NERVOUS 


There were thirty-eight patients with a diag- 
nosis on entry of asymptomatic central nervous 
system syphilis, although in the group classified 
as latent upon entry there were thirty-two addi- 
tional cases with positive findings in the spinal 
fluid, but for convenience they will be discussed 
separately. Several other cases are included in 
this group which did not fit into other types of 
neurosyphilis. From the table it can be seen that 
the large majority of these patients, thirty-three, 
or 89.5 per cent showed positive blood, as well 
as positive spinal fluid serology, while three had 
a negative blood Wassermann and Kahn, and 
negative spinal fluid in spite of clinical evidence 
of central nervous system syphilis. Two others 
showed discrepancies between the blood and spinal 
fluid findings. The greater number were in the 


age group, thirty to fifty years. 
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PARESIS 
Forty-three cases with paresis were studied. 
All had positive a fluid findings, while only 
three had negative serologic findings i in the blood. 
The majority of patients were between thirty and 
fifty years of age, and had had their infection for 
from ten to twenty years. 
TABES 
Seventy-five cases of tabes dorsalis are listed. 
Fifty-one patients had positive blood and spinal 
fluids, while eighteen had negative blood reactions 
and positive spinal fluids. Six had negative spinal 
fluid findings, of whom two had positive blood 
Wassermann and Kahn tests. In this group were 
found the largest number of discrepancies between 
blood and spinal fluid findings. Twenty-six such 
instances were noted, or 34.5 per cent of the total 
number of cases. These findings emphasize the 
fact that a negative blood Wassermann or Kahn 
test is not uncommon in tabes dorsalis, and that 
it is not unusual to find the serological tests nega- 
tive on both the blood and spinal fluid. 


DORSALIS 


TABOPARESIS 

Forty-two cases of taboparesis all showed posi- 
tive spinal fluid findings. Three of these had 
negative blood Wassermann and Kahn. There 
were few discrepancies in the serological findings 
of this group. 

LATENT (ENTRY DIAGNOSIS) 

Of 115 cases classified as being in the latent 
phase of syphilis with no signs of involvement of 
the central nervous system, 32, or 28 per cent had 
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positive spinal fluid serology, of whom 18 had 
positive blood and 14 had negative blood findings. 


Fifty-three others had positive blood, negative 
spinal fluid combinations, and 30 had entirely 
negative blood and spinal fluids. 

The other groups are not discussed as they in- 
cluded but a few cases. 

Considering the series as a whole, each group 
showed the same preponderance of males over 
females. A large number of patients, 148, or 
44 per cent, had no knowledge of the onset of 
their infection. Most of those with a definite his- 
tory of onset had had the disease for from five 
to twenty years. 

It is of interest to note that in four cases 
classified under the heading asymptomatic central 
nervous system syphilis, and in six cases of tabes 


dorsalis, the spinal fluid serology was entirely 
negative. It was pointed out by Solomon and 
Klauder,® and by O’Leary and Nelson® that it 


was not unusual to have a normal spinal fluid in 
the presence of active neurosyphilis. They noted 
that this is most apt to occur in the vascular types 
of neurosyphilis, tabes dorsalis, cerebral gumma, 
cranial nerve palsy, spastic paraplegia, syphilitic 
epilepsy, and syphilitic psychosis. 


WASSERMAN N-FAST GROUP 


Forty-seven patients, whose blood reactions re- 
mained positive after one year of antisyphilitic 
treatment, were classified as Wassermann-fast, 
irrespective of entry diagnosis. In Table 3 these 
are listed, showing the length of time the 
positive blood serology was known to be present, 
the duration of treatment, and the corresponding 
spinal fluid findings. 

Twenty-seven of these patients, of 57.4 per 
cent, showed positive spinal fluid serology as well 
as positive blood serology. Stokes , 


cases 


and Busman 
found 30 per cent of a series of one hundred 
cases of Wassermann resistant type had central 
nervous system involvement. 

Report of Case—The following case will illustrate: 

A. W., age 21, white, female. Secondary eruption 
June, 1926. From June, 1926, to February, 1927, re- 
ceived fourteen injections of neoarsphenamin and four- 
teen injections of mercury salicylate. She did not re- 
port again until September, 1928, when a recurrent 
papular eruption was present on the palms and soles. 

During the period of September, 1928, to October 14, 
1932, she received twelve injections of sulpharsphena- 
min, 0.6 each; twenty-three injections of neoarsphena- 
min, 0.45 each; 104 injections of bismuth; and eighteen 
injections of mercury succinamid, grain one-sixth each. 


Serology: 


Blood 
Wassermann Kahn ree Fluid 
et 1-26-3 
meds ciccinciidin +++ 
t+-r +++ Coll. gold 0122210000 
ae +++ Globulin none 


Cells 169 per cu. mm. 





It may be stated that a patient with a persist- 
ently positive blood is likely to have an abnormal 
spinal fluid. 


RELAPSING BLOOD SEROLOGY 

Thirty-four patients were selected from the 
series for special study. These showed a tendency 
for the serologic tests upon the blood to be of a 
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relapsing character, 
negative at another, 
later time. 

Report of Case—The following 


that is, positive at one time, 
and then positive at some 


case will illustrate: 


J. H., white, age 38. Entered on January 20, 1930. 
History of initial sore on lower gum fifteen years 
before. Received intensive antisyphilitic therapy for 


three years after diagnosis of primary sore by dark- 
field examination. Treatment consisted of thirty to 
forty arsphenamins, and seventy to eighty mercury 
injections. Blood Wassermann consistently negative 
since. Physical examination entirely negative. 

Blood serology: 
1-31-30 Wassermann (Kolmer) +, +, +, — 


Kahn é 

6-24-30 Wasserm: ann (Kolmer) +++, +4+4++,+,—-— 
Kahn +-++. 

3-14-31 Wasse a inn (Kolmer) negative. 
Kahn-negative. 

1-8-32 Wassermann (Kolmer) ++++4, +4++,—~— — 
Kahn-negative. 

6-7-32 Wasserman (Kolmer) negative. 


Kahn-negative. 
Spinal fluid: 


6-10-32 Wassermann, ++++, § Colloidal gold 4422110000. 


ttt++,. ++, — 12 cells. Glob. negative. 
3-25-33 Wassermann, +++4, § Colloidal gold 0000000000. 
f+++, +++,— —. t Glob. negative. Cells 0. 
Treatment (January 30, 1930 to January 20, 1933): 
Neoarsph. 24; Bis. 58; Hg. Suce. gr. 1/6 20; malaria. 
The findings in this group are presented in 
Table 4. Of ~sa patients in this classifica- 
tion, twenty-three, or 67.6 per cent, had positive 


spinal fluid cola This would indicate the 
great possibility of central nervous system in- 
volvement in the patient who shows a tendency 
toward relapse of the serologic tests of the blood 
to a positive state after having been negative. 


COM MENT 


Spinal fluid examination in the patient with 
syphilis is a most important procedure. The fact 
that invasion of the central nervous system by the 
Treponema pallidum occurs early in the course of 
the disease points to the necessity of studying the 
spinal fluid soon after the patient presents himself 
for treatment. The blood Wassermann or Kahn 
does not act as an indicator of the condition of 
the spinal fluid. A patient with a persistently 
negative blood Wassermann may be found to have 
evidence of active neurosyphilis. With the modern 
advances in therapy, namely, the various forms 
of pyrotherapy, it is essential to determine early 
whether an involvement of the central nervous 
system by the disease is reacting satisfactorily to 
the usual type of chemother: apy. 


The demonstration of a negative spinal fluid in 
a patient under treatment indicates the probability 
that a neurosyphilis will not develop. It cannot, 
however, be regarded with perfect assurance, as 
occasionally such a patient does develop active 
syphilis of the central nervous system. In order 
to protect the patient, the spinal fluid should be 
examined repeatedly. 


It has been pointed out that active syphilis of 
the central nervous system can be present even 
though the spinal fluid is entirely negative. This 
is particularly true in tabes dorsalis, but it occurs 


in other forms of neurosyphilis. We have seen 


patients with paresis in whom the spinal fluid be- 
came negative after treatment, without preventing 
progressive mental deterioration, 
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The high incidence of positive spinal fluid find- 
ings in the Wassermann-fast group, and those 
with a tendency toward serologic relapse, is of 
particular interest. This suggests that a lumbar 
puncture should be insisted upon in all of these 
patients. Inasmuch as there are several compo- 
nent parts to a spinal fluid examination—that is, 
the Wassermann, colloidal gold curve, protein and 
globulin determinations, and cell count—the clini- 
cian is given more information with which to 
judge his case. It was interesting to note that 
thirty-five patients in this series who showed a 
negative spinal fluid Wassermann test had suffi- 
cient changes in the other elements of the spinal 
fluid to consider them as having active neuro- 
syphilis. 

CONCLUSIONS 


1. Active neurosyphilis may exist in patients 
with a negative spinal fluid. 

2. Negative blood serology is not uncommon in 
patients with a positive spinal fluid. 

3. In 57.4 per cent of forty-seven Wassermann- 
fast cases the spinal fluid was positive. 

4. In 67.6 per cent of thirty-four patients whose 
blood relapsed to positive under treatment, a posi- 
tive spinal fluid was demonstrated. 

5. In 27.8 per cent of 115 cases classified as 
having latent syphilis on entry, positive spinal fluid 
findings were present. 

450 Sutter Street. 
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DISCUSSION 


_ STANLey O. Cuampers, M. D. (1260 Roosevelt Build- 
ing, Los Angeles).—The need of adequate spinal fluid 
examinations in all phases of syphilis is clearly shown 
in the commendable review by Doctors Epstein, Graves, 
Sherman, and Gay. 

The procedure, unfortunately, is little used to ad- 
vantage. It has become too much a diagnostic pro- 
cedure rather than a progress check which, according 
to modern investigators, offers a most fertile field for 
prognosticians. 

Moore and others have recently shown that the 
fluids of early infections quite definitely point the way 
to the future advance of the disease. ; 

Examinations in this phase of syphilis obviously offer 
therapeutic opportunities otherwise entirely hidden and, 
unfortunately, neglected. 

The spinal fluid guides treatment. 

The blood Wassermann alone, as a progress check, 
is indeed a poor guide-post. 

The frequency of negative blood serology, in the 
presence of positive spinal fluid findings in many 
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phases of the disease, is enough to prompt the most 
conservative to demand spinal fluid examinations upon 
the slightest suspicion. 

These facts, properly explained to the patient, fre- 
quently make consent for the procedure a simple task. 


C. W. Barnett, M.D. (Stanford University Hospi- 
tal, San Francisco).—The importance of examination 
of the spinal fluid in patients with syphilis can hardly 
be overemphasized. As is clearly pointed out in the 
present paper, there is no stage of the disease in which 
neurosyphilis cannot exist, and the frequent discrepan- 
cies between blood and spinal fluid make the blood 
Wassermann entirely worthless as an index of nervous 
system involvement. 

Examination of the spinal fluid is of particular value 
in those cases where no evidence of neurosyphilis 
exists. In a number of cases of central nervous system 
syphilis noted in this paper, both the blood and cerebro- 
spinal fluid were negative, and yet the diagnosis of 
nervous involvement was made unhesitatingly on the 
clinical signs. In nearly 30 per cent of the supposed 
latent cases, however, positive findings in the cerebro- 
spinal fluid were discovered, demonstrating an involve- 
ment of the nervous system which could otherwise 
never have been suspected. Hopkins has shown that 
cases with positive spinal fluids are much more prone 
to the development of clinical central nervous system 
syphilis than those with negative spinal fluids, and 
hence the proper treatment of patients with positive 
spinal fluid serology should greatly improve the prog- 
nosis. However, it is probable that not all of these 
people would develop clinical signs or symptoms 1 
left untreated, and until we have some means Of esti- 
mating the proportion who do, we will be unable to 
evaluate accurately the importance of spinal fluid 
examination in such cases. D 

The authors have emphasized the importance of 
repeating examinations of the spinal fluid in order to 
insure to the patients, freedom from nervous system 
involvement. Multiple lumbar punctures, however, are 
often difficult to obtain, particularly in patients who 
have had the misfortune to experience unpleasant re- 
actions to the first one. I think that it should be 
pointed out a little more strongly that if the spinal 
fluid is negative, even on a single examination, in a 
patient who has had adequate antisyphilitic therapy, 
there is a strong probability that he will never develop 
clinical neurosyphilis. » 


Ne 


Mona E. Betrin, M.D. (727 West Seventh Street, 
Los Angeles).—This article shows a very compre- 
hensive study of spinal fluids in syphilis. Everyone 
doing this work knows of the difficulty of obtaining 
spinal punctures in clinic patients, and of the difficulty 
of keeping such patients under observation. The tables 
show the findings very concisely. Spinal fluid exami- 
nations, to be of any value, should always include cell 
counts, globulin estimations, Lange tests, as well as 
the Wassermann reactions. 

We do not agree with the authors that a patient 
may have active neurosyphilis with an entirely nega- 
tive spinal fluid, We feel that a diagnosis of tabes dor- 
salis should be made with great care in cases where the 
blood and spinal fluid Wassermann reactions are per- 
sistently negative, even though there be other changes 
in the spinal fluid. A case came under our observation, 
a number of years ago, in which a diagnosis of tabes 
dorsalis was made by an eminent clinician in the East. 
There was an increased cell count, increase in globulin, 
with change in the Lange, but the Wassermann re- 
action was persistently negative. At autopsy a neuro- 
fibroma of the cauda equina was found. Occasionally, 
also, one sees cases of pernicious anemia with cord 
pathology occurring before the blood picture changes. 


» 
oe 


Docror Epstein (Closing).—In closing we wish to 
reémphasize the necessity of examining the spinal fluid 
of all patients who have had a syphilitic infection. The 
absence of clinical signs of neurosyphilis or a history 
of adequate luetic therapy cannot be regarded as abso- 
lute evidence that an asymptomatic neurosyphilis does 
not exist in the patient. 
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INADEQUATE NASAL RESPIRATION— 
CORRECTIVE MEASURES * 


By Georce W. Watker, M.D. 


Fresno 


Discussion by Chester H. Bowers, M.D., Los Angeles; 
F. C. Kracaw, M.D., Oakland; M. W. Haworth, M.D., 
Sacramento. 


HILE there can be, temporarily, inadequate 

nasal respiration from acute and subacute 
infection and its results, this paper will consider 
more especially hypertrophies, malformations, and 
remedies. 

Along with the complaint that the patient is 
unable to get a free amount of air through the 
nose, there is frequent complaint of annoying 
nasal or postnasal discharges. Sometimes these 
discharges are made worse because of the pres- 
ence of hypertrophies, or knuckling of distorted 
parts, making irritation by their pressure or ob- 
structions to normal avenues of drainage. 

I am not here taking up the subject of adenoid 
tissue in the vault of the pharynx, except to men- 
tion it in passing as a cause of aggravation by way 
of harboring infection which may adversely affect 
the nasal passages or accessory sinuses of the 
nose; much of which is bettered by the correction 
of pharyngeal pathology, such as doing adenoidec- 
tomy and tonsillectomy. 

Sometimes there is nasal obstruction from new 
growths in the pharynx which will, of course, 
have to be removed to make free nasal breathing. 
Malignancy is sometimes a cause that will have to 
be properly dealt with when present. Methods 
of dealing with that I will not take up here. 


DEFLECTED NASAL SEPTUM A FREQUENT 
CAUSE 

Probably the most frequent cause of inadequate 
nasal respiratory capacity is a deflected nasal sep- 
tum; but often it is not only the septum at fault. 
The turbinates are nearly always involved, and 
though you may do a good septum resection, fre- 
quently the patients will complain, when proper 
time has elapsed for improvement after oper- 
ation that they have not very much greater nasal 
capacity than before. On the side of the principal 
convexity of the deflection it is improved, but they 
have less capacity than they had before on the 
side of the concavity ; this because hypertrophy of 
lower turbinate, or possibly of both lower and 
middle turbinate on that side is of such extent as 
to be in contact with the straightened septum. 
There will usually be some increased capacity even 
without turbinate attention, after a submucous re- 
section, because of the fact that the convexity 
ordinarily is at the vomer-ethmoid and cartilage 
junction line; that line extending, as it does, from 
near the floor of the nose in front to much higher 
at the back, resulting in more or less completely 
blocking the nostril into which that ridge extends. 
Frequently there is a secondary ridge crowding 
into the opposite nostril at the top. The ridge at 
the top is too often left there in submucous oper- 

° Read before the Eye, Ear, Nose and Throat Section of 


the California Medical Association at the sixty-second 
annual session, Del Monte, May 24 


-27, 1933. 
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ations and many times one has to do a second 
operation to complete what should have been done 
at the first. That, I think, is the most frequent poor 
result I see in septum operations. Another bad re- 
sult which I think occurs too inexcusably often, 
is perforation of the septum. If it is present, I 
do not think we need to call attention to it, and 
criticize the former operator; but in my mind I 
do criticize him. I have had it result after my 
own operations; nevertheless, I criticize it, and 
rarely have it happen now. I think it is sometimes 
a result of attempting to do an operation in much 
less time than is necessary for a good submucous 
resection. 


TECHNIQUE OF SUBMUCOUS RESECTION 


I think the initial incision in the operation 
should be made well forward, two or three milli- 
meters in front of the mucocutaneous junction, 
that is, the vertical part of the line of incision. 
I like to begin high up, at the top, at a point back 
of the mucocutaneous junction, coming forward 
to a point in front of that junction, then down 
to the floor of the nose, with again an incision 
from back of that line at the bottom, coming for- 
ward to the line of the vertical part of the incision. 
Where the lines of incision at the top and bottom 
join the more vertical part of it, I do not make 
an exactly right-angle turn, but make a curved 
junction with the vertical. The vertical part then 
lies in front of the mucocutaneous line, where the 
septum is thick and the tissues are more tough 
and enduring than the thin mucous membrane far- 
ther back; where there is no question of cutting 
through into the opposite nostril, and where (even 
if one were so clumsy as to do that) repair by 
suture is most simple. With any small full-curved 
needle, you can suture as rapidly as you could 
anywhere on the surface of the body. That is not 
so if the vertical part of the incision lies behind 
the mucocutaneous junction in mucous membrane. 
The septum there is thin, and erosive ulcerations 
in the past often have made it abnormally thin 
and fragile. The vertical incision may readily go 
entirely through the septum in such cases, and 
attempts at repair afterward meet with great diffi- 
culty because the mucous membrane tears readily 
at attempts later to pass the needle or tie the 
thread. 


It is true that many do not care to suture after 
a septum operation; still, even for that method I 
would advise that the initial incision be far for- 
ward. One reason for this is I do not wish to 
make the incision through the cartilage opposite 
or near the point of initial incision, but rather 
make the initial one far forward, then separate 
the perichondrium from the cartilage and the peri- 
osteum from the bone on the side, and then make 
the incision through the cartilage far back, thereby 
retaining a good central support for that part of 
the nose in front of the bony septum. Too many 
noses are left with a little sink in lower half of 
the bridge after the submucous operation. Often 
there is great deflection at the junction of the 
cartilage with the vomer below; but I like to leave 
the cartilage to near its back border, although I 
have to use a chisel or bone forceps to exsect the 
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vomer ridge forward. This cartilage which has been 
separated from the vomer will then readily come 
over to the center line. If the cartilage above this 
point is crooked and resists staying in the center 
line after the bony ridge has been exsected, I do 
not exsect more than a thin strip two or three 
millimeters wide at the point of its greatest de- 
flection, merely enough that the cartilage can 
then be pushed back to the straight line without 
any redundant portion interfering with its being 
straightened. This line of excision can be done 
in any direction through the deflection, the di- 
rection that best serves to straighten the form 
of deflection present; even a little cross excision 
may be necessary to allow the septal cartilage to 
straighten and stay straight without resistance. 
Other lines, too, may need to be cut through the 
thickness of the cartilage without any exsection, 
along the top, or the front end of the cartilage, to 
cause it to readly stand straight. That cartilage 
remaining has the mucous, submucous tissue and 
perichondrium attached to it on the opposite side, 
heing only bared on one side; so if it has been 
straight enough to be allowed to remain a whole 
cartilage, or if it has been so crooked as to need 
some lines cut through it, still it is all held to place 
by its natural support in one nostril, the mucous 
and submucous tissue and perichondrium. By 
careful dissection, one can go back past the junc- 
tion of the cartilage with the ethmoid without 
tearing through the mucous membrane, in dissect- 
ing on the side from which the operation is done ; 
so that if one is unfortunate enough to go through 
the mucous membrane into the opposite nostril at 
this point in cutting through cartilage, the mucous 
and submucous tissues are still whole on the oppo- 
site side to cover the perforation. No repair will 
he necessary when the perfor: ition is only through 
the mucous membrane of one side and is covered 
by uninjured tissue on the other. If opposite 
an extreme summit of deflection on one side we 
inadvertently make perforation, we can use more 
detail and care not to go through the opposite side 
at this point, and there will be no perforation after 
the process of healing takes place, nor will any 
suture be necessary at the perforation of only one- 
half of the mucous and submucous tissue. 


COM PLICATIONS 


I think that is enough to say about any of the 
steps of the submucous resection, as they are too 
well understood by this body to make further 
comment I have wished only to call 
attention to two bad results frequently seen, and 
to outline methods which can prevent them. P opu- 
lar methods of operation already followed give 
good results in all other steps of this operation. 

Turbinate Hypertrophies.—As mentioned above, 
besides the necessary submucous resection in case 
of deflected septa, there will ne irly always be some 
hypertrophy of turbinate on the side opposite the 
concavity of the septum, involving the lower, or 
both lower and middle turbinate bodies. That will 
call for some limiting of the size of the hyper- 
trophy in many instances before you may get 
praise from your patient for the results of your 
operation. Possibly cautery will give greater ca- 


necessary. 
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pacity in many cases; but if thickening or malfor- 
mation of the turbinate bone is the cause of the 
enlargement, I think some excision (the extent 
to be determined by the necessity ) will be neces- 
sary. Large cystic parts of middle turbinates will 
usually have to be removed. If faulty projection 
of bone proves the offender in the lower turbinate, 
I often like to do a submucous operation on the 
turbinate and exsect faulty bone, or break it and 
put it in the proper position to be rid of the ob- 
struction. Of course, enlarged posterior tips of 
lower turbinates need to be snared off. 

Acute and Chronic Inflammations. — Violent 
acute rhinitis is often accompanied by obstruction 
which calls for appropriate medical treatment, and 
frequently acute sinusitis is present, needing care. 
Crusty obstructions, as occur in ozena, will tax the 
rhinologist’s ability to the limit. I have gotten 
good results in numerous instances by doing a 
Halle operation in these cases where there was 
a very wide, large nostril, with very little lower 
turbinate present: I cut the naso-antral wall loose 
along its whole anterior, upper and lower borders, 
and, after abrading the surface of the lower turbi- 
nate or whatever stump of it may be left, and the 
septum opposite, | bring it over and suture it to 
the septum, and put in a little antral pack to hold 
it against the septum for a short time. This ad- 
hesion area will thicken sometimes to nearly a 
normal thickness of the lower turbinate, and later 
will tend to pull away from the septum until the 
adhesions are not over so big an area as it was 
at first. After a few months, if it be still adhered, 
I sever the adhesion. This produces phenomenal 
results in the nostril by way of getting rid of the 
crust formation, for such a big nostril cannot 
be cleaned in blowing the nose. Creating fleshy 
hypertrophy there, is the desideratum. I have had 
very nice results in probably a dozen such cases 
in the last few years. If crusts in the nose are a 
result of a chronic pus discharge from some sinus, 
that is quite another matter demanding appropri- 
ate treatment of the sinus or sinuses. 

Adhesions.—Sometimes we 
ally after former surgery, 
tissue to the septum. 


find adhesions, usu- 
which bind turbinate 
Usually they are small. If 
they are extensive, they decidedly interfere with 
respiration; if small, to a much lesser degree. 
Sometimes if the adhesions can be kept from 
readhering, after being severed, the enlarged turbi- 
nate will, after a few weeks, reduce to very ordi- 
nary size and leave adequate respiratory capacity ; 
but often early after their being cut, leaving op- 
posing surfaces without epithelial covering, they 
promptly reform. I have employed a method of 
keeping them from reattaching which I have 
found quite effective, but have failed to find any 
mention of its use in the literature. I have applied 
a silver nitrate solution of about 12 per cent 
strength and had them reform. It has occurred to 
me that if I would keep that application limited 
to cut surface of only one side, one might heal 
faster than the other and not adhere. To do that 


I shape a piece of paper, which I place in the 
nostril to cover one raw surface so that the silver 
nitrate application comes in contact with only the 
raw surface on one side, and the paper on the 
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other. I think that most often I apply the paper 
on the septal side rather than the turbinate, al- 
though it can be on either. Then after probably 
thirty seconds’ time, or it may be longer, I spray a 
saline solution where the silver nitrate was applied, 
then take out the paper, and the silver nitrate 
effect then is only on one raw surface. The paper 
is put in for the reason that there is usually a 
limited space in which to go, with even a small 
cotton applicator, and without it the application 
would almost certainly he made to both opposing 
surfaces at once. If the adhesion has been ex- 
tensive and the space small between turbinate and 
septum, I have often had, after a week’s time, 
probably half of the adhered surfaces readhere, 
and needed to repeat the technique. In some of 
the worst cases I have had to apply it as much as 
three times before succeeding completely. If the 
adhesions are high, at the top of the septum in a 
narrow slit, it is not so easy to succeed as when 
lower down, on the middle or on the lower 
turbinate. 

In many cases of children subject to frequent 
acute respiratory infections, there is an obstructed 
nose. Often much secretion present, and frequent 
repetition of sinus infection accompanies. Some- 
times a good tonsil and adenoid operation, with 
intelligent attention to diet supplying deficient vita- 
min, will correct the trouble. Shurley, Stuckey, 
Jarvis, and many others have done much along 
that line. 

532 Patterson Building. 


DISCUSSION 


Cuester H. Bowers, M. D. (1136 West Sixth Street, 
Los Angeles).—The correction of nasal obstruction 
as presented in this paper merits careful consideration. 

Shurley in 1927 (Archives of Otolaryngology, March) 
quotes the experiments of Anderson, of the Detroit 
College of Medicine, who occluded the nostrils of 
rabbits, guinea-pigs and puppies, with systemic effects 
varying from death to lowered resistance, predisposi- 
tion to infection, impairment of vitality, dilation of 
the heart, marked changes in blood and skin, asthma 
and emphysema. Reopening of the nostrils gave relief 
from many of these conditions. Anterior septal dis- 
locations are to be considered purely from the stand- 
point of mechanical obstruction. The same applies 
largely to the occasional inferior turbinate which, 
from an overgrowth and bogginess of tissue, mechani- 
cally causes discomfort. It is variation in the upper 
and back part of the septum that demands the finer 
diagnostic discriminations. Here we have contact dis- 
turbances of tissues innervated from the nasal gan- 
glion, and with an intimate antonomic nervous system 
association. 

I would also like to lay emphasis upon the age at 
which obstruction occurs. Nasal obstruction in early 
life is likely to do the greatest amount of damage. 
Not only may adjacent structures fail to undergo 
proper development, but the whole body fails to de- 
velop properly when nasal obstruction interferes with 
aeration and oxidation within the body. 

Doctor Walker’s treatment of synechiae is most 
ingenious, and seems so reasonable that I am anxious 
to employ it. I thank Doctor Walker for the oppor- 
tunity of discussing his excellent paper. 


Ay) 
& 


F. C. Kracaw, M.D. (411 Thirtieth Street, Oak- 
land).—I believe that Doctor Walker has brought out 
two points which cannot be sufficiently emphasized. 
First, the desirability of doing a complete operation 
the first time, with particular attention to high devi- 
ations where only a very small abnormality is suffi- 
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cient to cause the patient to complain of obstruction, 
especially on inspiration. Second, the necessity for 
correcting turbinate hypertrophies. I am sure that 
we have all seen cases in which an excellent septum 
resection was done, but where results were disappoint- 
ing because no consideration was given the turbinates. 
In my own experience actual removal of turbinate 
tissue has very rarely been deemed necessary; careful 
use of cautery is usually sufficient. 

Doctor Walker’s surgical handling of ozena is in- 
deed interesting. I have seen no advanced cases of 
this type in recent years. In the past two years I have 
seen two cases which were only moderately advanced. 
I treated these with an autogenous antigen and lysate, 
prepared according to the method of Krueger, with 
very satisfactory results. Theoretically, this method 
should give equally good results in advanced cases, 
and I am awaiting an opportunity to try it. 


a 
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M. W. Hawortn, M.D. (Medico-Dental Building, 
Sacramento). — The subject dealing with nasal ob- 
struction, and the proper method of operating, is cer- 
tainly timely. The perforation of the septum is due, 
undoubtedly, to a failure to go thoroughly under the 
perichondrium by a too hurried dissection of the tis- 
sues, especially where they have been eroded. An 
erosion over the ridge or apex of the convexity makes 
such tissues very friable and easy to tear. As the 
doctor has suggested, an initial cutaneous incision far 
forward makes it easier to finish the operation when 
once under the perichondrium. As getting under the 
perichondrium is the crux, I find, in some cases, that 
the firmness of the tissues higher up makes an easier 
field for operation. An incision above the scar and 
eroded tissue, especially where the curved dissector 
is used, working forward as well as backward, simpli- 
fies the whole surgical performance. 

With one of my early patients perforation followed, 
developing a whistle. This gentleman was quite criti- 
cal, as the whistling troubled him greatly. I made an 
attempt to repair by suture, with the resultant break- 
ing down of the tissues and a much enlarged perfo- 
ration. This cured the whistle and eased his mind. 
Since that time, when it was not practical to repair, 
I have occasionally cured a whistler by enlarging the 
opening backward. Enlarging the perforation also 
tends to prevent a crusting. I am fully of the opinion 


that a careful initial incision and dissection should 
leave few perforations. The cutaneous incision un- 
doubtedly facilitates a suture when necessary. The 


doctor’s plan of straightening bent septums, by cross 
excisions and line incisions, is worthy of study. On 
account of the tendency of cartilage to resume its 
former shape, it will require quite accurate excisions 
to keep it in place. I think that this line of procedure 
is worthy of practice in many cases. The hypertrophy 
of the turbinate on the opposite side is usually due to 
increased function, and will subside close to normal 
in a few weeks’ time, as a rule. I find patients usually 
quite pleased over the increased breathing capacity, 
so that if follow-up be possible, it may be desirable 
to treat this hypertrophy, if it does not approach 
normal size and function. Polypoid portions should 
be removed, and sometimes line excisions of the re- 
dundant tissue will bring a very happy result. I think 
Halle’s operation, in cases where there are wide open 
spaces, is worthy of trial, and should and does im- 
prove a patient’s comfort. 

The author’s manner of treating adhesions is quite 
unique. I have never used the nitrate of silver appli- 
cation, but I have used trichloracetic acid application 
on the severed portions with very good results. The 
film of tissue slough protects the raw surface until 
healing begins. The silver application should produce 
the same results. 

Doctor Walker mentions acute rhinitis 
small obstructions, i. e., small spurs and ridges or 
hypertrophies, not necessarily sufficient to obstruct 
breathing; these may cause allergic reactions through 
supersensitizing the tissues. It is well to take this into 
consideration in the treatment of recurring rhinitis 
attacks. 


attacks, 
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FIFTY YEARS OF PROGRESS IN THE 
PREVENTION OF DISEASE* 
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THE RELATION OF FOOD TO DISEASE 


HE relation of food to disease constitutes a 

problem of intriguing complexities. Space will 
allow for no more than a slight reference to a 
few diseases affected by diet. 

Moses, who gave ample evidence of being the 
first great health officer, in Leviticus, Chapter XI, 
mentions this proverb: “And the hare, he is un- 
clean unto you.” Tularemia has as one of its 
principal reservoirs, the rabbit. Moreover, Moses 
mentions swine as unclean. Perhaps trichinosis, 
generally found in hog meat and recently so 
prevalent on the Pacific Coast, was not unknown 


or unsuspected in biblical times. Hippocrates 
(460-370 B. C.) thought there were essential 


nutrient elements extracted from food through 
some intestinal activity. One of the earliest 
Ame rice in physiologists, Richerand, in 1813 — 
that “whether we live exclusively on animal ¢ 

on vegetable substances, the internal uation 
of our organs does not alter.” In fact, Richerand 
stated that “there is but one food, but there exist 
several forms of food.” Furthermore, this author 
assumed that this universal substance was of a 
gummy, saccharine character; he stated that those 
in es _ age live on sugar; chewing, he 
remarked, is a laborious employment for feeble 
and scales ss jaws; and finally he maintained that 
milk contains a great portion of this universal 
substance. The great American army physician, 
William Beaumont, in his studies of the wounded 
Alexis St. Martin, in 1833, discussed “the perfect 
chyle or assimilated nutrient.” William Prout, 
however, about 1850, spoke of “staminal princi- 
ples,” and then the great advance of biochemistry 
really began. Prout’s “staminal principles” were 
designated as saccharina, oleosa and albuminosa. 
It remained for Magendie to differentiate various 
kinds of foods, and for Mulder to recognize albu- 
minous substances from both animals and plants, 
and call them proteins. Later, Liebig’s teaching 
that blood was the nutrient fluid received more 
than passing attention, and he classified foodstuffs 
as the nitrogenous group or plastic foods, and the 
non-nitrogenous or respiratory foods. Voit and 
his pupil, Atwater, defined food as material which 
in the body forms tissue or yields energy, or both. 





*A Twenty-Five Years Ago column, made up of excerpts 
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will be found on the front cover index. 
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Furthermore, Voit pointed out the fundamental 


fact that chemical analysis is no index to the 
food value of a substance. The work of Hart, 
McCollum, Steenbock, and Humphrey at the Wis- 
consin Experimental Station about 1908 demon- 
strated that rations have physiological values en- 
tirely distinct from their chemical constituents. 
The so-called “balanced ration” of proper amounts 
of carbohydrates, fats, and proteins was put to 
a test. McCollum and Simonds summarized these 
feeding 


tests. Chittenden’s experiments, using 
foods poor in a seem to indicate that faulty 
diets were due to excessive consumption, espe- 


cially in protein. Benedict, in 1917-1918, decided, 
from experimental data obtained on human beings, 
that abstemious diets do promote physical well- 
being. 

From this brief discussion of the history of 
diets, one cannot help but realize that diet has a 
profound influence on general health. 

The next historical phase was the technical use 
of animals, generally the white rat, in experi- 
mental studies on diet. This promptly led to the 
discovery of the “little things” in nutrition. Os- 
borne and Mendel, using protein-free milk, found 
that rats grew to maturity. Therefore, this diet 
must have contained some unrecognized essential 
factor. McCollum confirmed this work. This 
factor is now known as vitamin A. McCollum 
and Davies (1913) stated that egg-yolk fats had 
practically the same effect on growth as butter 


fat, but that lard did not stimulate the same 
growth. Neither did almond oil or olive oil; but 


cod-liver oil did possess these same properties. 
Hopkins, in 1912, had already called attention to 
the effects of added milk. In 1913, Funk pub- 
lished his remarkable work on polyneuritis, or 
beriberi, and thus formulated the vitamin hypothe- 
sis. In 1915 it was stated that an adequate diet 
should consist of protein, carbohydrates, fats, in- 
organic salts, and the unidentified substance in 
certain fats such as butter, egg yolk, and cod- cen 
oil, and a second substance widely distributed i 
natural foods. Certain experiments with guinea- 
pigs, by Mendel and others, showed that they re- 
quired a third substance, vitamin C, and for ‘bone 
growth, a fourth substance, vitamin D. Evans 
and Bishop, of the University of California, 
demonstrated a fifth substance, now known as 
vitamin IX, so necessary for normal reproduction 
in the rat. Goldberger’s p. p. factor (pellagra pre- 
ventive), also has to do with growth, and is now 
regarded as part of vitamin B. It is possible that 
many sources of vitamins are in the plant king- 
dom, and particularly do the green plants have 
their nutritive values. Deficient diets may impair 
generative functions and lead to certain specific 
disease conditions. 

Fads in diet will continue to be noted. There 
is a middle ground, however, for, though satis- 
factory diets can be derived from vegetable 
sources, the additions that meat and eggs offer are 
effective aids. Wheat, oats, corn, and rice are our 
staples, but refrigeration and quick transportation 
are making it possible to obtain fresh meats and 
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fruits, tubers, root, and green vegetables. Rice, 
to its food-value detriment, is polished to make it 
keep better, like degerminated cornmeal. The 
sugar consumed per person per year one hundred 
years ago was about eleven pounds; today it is 
over one hundred, and still going up. Sugar con- 
tains no vitamins or minerals, but does supply 
energy. 

Malnutrition plays such an important part in 
physical imperfections, which involve one-half of 
the nation, as to make nutrition problems of far- 
reaching significance. The estimates of physicians 
show that there are three million persons seriously 
ill, and that at least five hundred thousand die 
each year from degenerative diseases alone, some 
of the causes of which are directly or indirectly 
due to bad nutrition. The general fault lies in the 
lack of selective breeding, and of medical super- 
vision or advice as to proper and adequate diets. 


OBESITY AND DIET 


This is particularly true of those dangerous 
obesity diets, advertised as limited to a certain 
number of days and alleged to preserve a good 
figure. 

There are two kinds of fat people: those who 
deliberately overeat, and those whose glandular 
secretions make them fat. Heredity has even been 
considered to play a part. Recently Newburgh and 
Johnston, carrying on some investigations at the 
University of Michigan, came to the conclusion 
that the normal person can maintain, by some not 
quite well understood physiological mechanism, a 
balance between the expended energy and amounts 
consumed. These investigators divide fat people 
into two groups: those with perverted eating 
habits, who never feel fully satisfied, and those of 
advanced age, or of changed occupation, who con- 
tinue old habits, consuming the same amount of 
food as before. The basal metabolic rate, which 
is the true index of food utilization, may remain 
the same in the second type, but lessening energy 
due to age and occupation becomes a factor and 
counsels a revised diet. 

The middle-aged person must not eat between 
meals; he must realize that ice cream yields 500 
calories to the dish, and malted milk 500, while 
fats average 150 to the ounce. Such an individual 
habitually eats 50 to 100 per cent over his mainte- 
nance amount, and this excess must be used up 
in exercise or be stored as fat. The most that one 
can consume comfortably is about 3,500 calories 
a day. The average American consumes about 
2,500 calories. 

The mechanism of reduction of simple obesity 
is easily understood. It is generally considered 
that a loss of two pounds a week is sufficient. 
Therefore, if one figures that for every 270 cal- 
ories withheld from the diet, one ounce of stored 
fat will be used, a reduction of 100 calories a 
day will use up four ounces, or twenty-eight 
ounces a week. For instance, a woman engaged 
in ordinary household activities should have a 
daily requirement of 2,350 calories. To reduce 
two pounds a week, restriction to 1,350 calories 
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is necessary. Since the body derives its overweight 
from fats and carbohydrates, these should be with- 
held principally. The protein intake, normally 
100 to 120 grams, must be cut much less, for this 
food element influences metabolism. The reducing 
value of exercise is much overrated ; exercise in- 
creases the demand for food and defeats dieting. 
The question of water intake, so often discussed, 
cannot be easily solved, but it should be kept 
within moderate limits. Drugs, soaps, binders, 
massages, etc., or the advertised fat reducers, may 
do more harm than good. 

Undoubtedly obesity is a contributory factor in 
diabetes. This disease, heretofore infrequent, has 
been often called one of feeding and fatness. For 
instance, sixty-five years ago the mortality rate 
per 100,000 was about 1.4, but today it is 22.9. 
The mortality rate increases, however, with cer- 
tain races and trades. There are three facts that 
the public should know about diabetes: first, that it 
is common after the age of forty; second, that 
it is frequent in fat people ; and third, that the part 
heredity plays is not inconsiderable. There must 
be several million diabetics, many undiscovered, 
in this country alone. Periodic health examina- 
tion is requisite to the care of this noncurable 
but apparently easily ameliorated disease. Chil- 
dren, before puberty, may develop obesity to an 
extreme degree, which will generally disappear 
when sex functions mature. The glands of in- 
ternal secretion may be involved in some types of 
obesity, and the stoutness noted in the approach 
of menopause may be in this c: ategory. For physi- 
cal fitness, girth control may be as important as 
birth control. 

ANEMIAS AND DIET 


Three to five per cent of the red blood corpus- 
cles are destroyed each day. If food is deficient 
in the elements necessary to form stroma or hemo- 
globin, if hemorrhage occurs, or if intestinal in- 
fection with such parasites as hookworm, amebae, 
etc., is present, or if the patient is suffering from 
metallic poisoning, as lead, chrome, etc., then the 
condition known as anemia may manifest itself. 
There are two types, secondary and primary. 

Secondary anemia follows or accompanies many 
diseases, such as scurvy, pellagra, goiter, rickets, 
and cancer. This condition can often be improved, 
when the cause is removed, by suitable chemicals. 
Whipple and his associates showed that an opti- 
mum amount of iron can control anemia in dogs, 
about 40 milligrams a day. There are 30,000 milli- 
grams to the ounce. Therefore, the dog must con- 
sume 1/800 of an ounce. The amount of iron in 
circulation in the human body is stated to be 200 
milligrams, and at least 10 milligrams are wasted 
daily. The adult human would ordinarily take 
1/100 of an ounce or 280 milligrams. Other 
chemicals are also needed; manganese, and par- 
ticularly copper, are the most important. Such 
foods as liver, kidney, beef heart, peaches, apri- 
cots, gelatin, lettuce, and eggs are of particular 
value. Of interest is the fact that spinach and 
cabbage act as stimulants, especially when eaten 
in conjunction with the extra iron. Iron has long 
been advocated in combating the anemia of preg- 
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nancy, and perhaps should be used in milk for- each other. The hydrogen ions, 


mulas, beginning in the two months’ 


period of 
infancy. 
PERNICIOUS ANEMIAS 
This disease, 
ries of 


long considered one of the myste- 
medicine, is, at least in its response to 
treatment, giving ample evidence of the value of 
scientific investigation. Much information is now 


available that it is a food-deficiency disease, prob- 
ably due to the presence of some antisubstance. 
As in many diseases of a chronic nature, two fac- 


tors are necessary for development of symptoms. 
The first, and probably most important, is 


some 
unwholesome biologic condition of the individual, 
either hereditary or acquired. The second factor 


is inadequacy of diet. The preventive substance 
is found in the liver and the kidney of sheep, beef, 
pig, and chicken, Koessler showed that pernicious 
anemia followed prolonged digestive disturbances, 
particularly affecting hydrochloric acid production 
or nonproduction. From experiments with rats, 
this author came to certain conclusions as to the 
role of vitamin A. Minot and Murphy seem to 
have established beyond question the fact that 
sufficient amounts of liver, or of a potent liver 
extract, will symptoms to disappear. To 
maintain this i improvement, well-balanced diets are 
useful, the weight of the patient and all other as- 
pects of the 


cause 


case being considered in_ planning 
them. The food should supply various proteins, 
liberal amounts of green vegetables and _ fruits, 
and the lessening of carbohydrates. Continued in- 
gestion of liver, or its active principle, is neces- 
sary to avoid relapse. It is interesting to note 
the pathologic findings of Mettier. Patients dying 
in relapse showed pronounced hypertrophy of the 
Kupffer cells and marked siderosis of the liver 
cells, with no evidence of blood formation in the 
liver. The experiments of Castle and Locke 
demonstrated that meat fed to normal persons, 
and recovered by vomiting, contained an active 
principle related to pernicious anemia. This led 
to the work of Conner, who, using raw swine 
stomach, found that it contained a substance effec- 
tive in increasing the number of red blood cells. 
Such scientific information is valuable, but the 
physician prescribing the feeding of liver should 
frequently check the blood findings, and increase 
the amounts or types of liver unless improved con- 
ditions are noted within ten days. Failure should 
not be considered until the patient has been given 
fresh liver for at least two weeks, a daily quantity 
of about sixteen ounces. 


ASPECTS OF ACIDOSIS 


Scientists have a technical dialect 
leaves the average person puzzled. 
expressions is “p#” used in stating the acidity 
or alkalinity of a fluid. Suffice it to say that the 
figure 7 is used as the neutral point, and any 
figure in decimal or logarithmic multiples of tenths 
above 7 represents alkalinity, and any figure below 
indicates acidity. Chemically speaking, neutrality 
does not mean absence of acid or alkali, but the 
balancing point where acid and alkali counteract 


that often 
One of their 


carrying positive 
electrical charges, are designated as acid; and hy- 
droxyl ions, carrying negative electrical charges, 
are designated as alkali. The hydrogen ion con- 
centration of normal hydrochloric acid is used as 
a starting point, 0.0. The increasing power of 
the hydrogen ion concentration is, therefore, ex- 
pressed with the small letter “p” in the symbol pu 
used. A pt" of 7.38 in human physiology expresses 
the normal hydrogen ion concentration or alka- 
linity of the body. A range between 7.35 and 7.4 
is within normal limits, but a drop to 7.3 to the 
acid side, or a rise to 7.5 to the alkaline side, means 
a metabolic disturbance. 


These are termed, respec- 
tively, 


acidosis and alkalosis. Absolute neutrality, 
or a p¥ of 7.0, in the human organism, is, there- 
fore, incompatible with life. Usually, alkalosis 
appears when prolonged administration of alkalies 
occurs. Acidosis, however, may be the conse- 
quence of conditions within the body, since the 
body cells normally form acids. When it is real- 

ized that the slightest acid increase is fraught with 
serious results, then the importance of maintain- 
ing an even chemical balance within the 
manifest. There are two ways of doing this: 
neutralization through the alkali reserve of the 
body, and elimination through the skin, lungs, and 
kidneys. The urine and the sweat are 
acid. The blood, as stated before, is 7.38, or alka- 
line. The four basic alkaline salts in the body that 
make up our alkali reserve are sodium, potassium, 
calcium, and magnesium, and must always be i 

proper balance. They are emergency agents, the 
fire department, the health department, or savings 
hank of the human body. Really they are “buffer 
agencies.” These chemical agencies are aided by 
any ammonia present. The importance of am- 
monia is not quite understood, but it arises in ap- 
preciable amounts, as noticed by the 
odor given to urine if acidosis occurs. The lungs 
give off carbonic acid, and excessive amounts 
cause increased rates of breathing and shortness 
of breath. The condition of the skin varies in acid- 
ity, and increased activity may produce eczema, 
acne, and urticaria or hives. Besides these simple 
skin diseases, acidosis is noted in anhydermia, dia- 
betes, nephritis, cholera, infant diarrheas, wood- 
alcohol poisoning, and severe burns. Marriott and 
Hartmann state that the contributing factors are 
evidence of normal acids, such as lactic, phosporic 
and sulphuric ; and loss of fixed base, maintenance 
or failure of maintenance of normal 
pressure. 


body 1S 


normally 


excessive 


osmotic 


Peterman has advocated the so-called ketogenic 
diet in epilepsy, and reported favorable results 
in continuous freedom from seizures for months. 
The diet suggested consists of twenty grams of 
carbohydrate daily, one gram of protein per kilo- 
gram of body weight, and the remaining caloric 
requirement in fat, after a period of fasting. The 
result is cessation of convulsions. This type of 
diet ordinarily produces acidosis. It is of interest 
to know that vegetables and fruits yield an alka- 
line ash in the laboratory and, like wise, in the 
body. Oranges, apples, pineapples, and tomatoes 


all of pronounced acidity, yield alkali in the course 
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of body metabolism. This does not hold true, how- 
ever, as to grape-juice, prunes, plums, and cran- 
berries. Therefore, dietotherapeutic alkalization 
with fruits must be used with some degree of 
intelligence. Curiously, the saliva of those fasting 
is acid, and after food intake the saliva loses its 
acid character, remaining around neutral for two 
or three hours. 

This brief discussion should indicate the com- 
plexity of the chemical processes of the human 
body, with its infinitesimal combinations and _re- 
actions. 
concluded) 


be 
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CLINICAL NOTES AND CASE 
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CASE OF PNEUMONIA TYPE II TREATED 
WITH FELTON’S SERUM 
By Avrrep C, Reep, M. D. 
AND 


H. Anperson, M. D. 


San Francisco 


i. 


REPORT OF CASE 

Pp M. C., male, age 52. Previous history of chancre 
e twenty-five years ago and a diagnosis of cerebro- 

spinal syphilis four years ago, with positive spinal 

fluid findings to date. He has had intensive anti- 

syphilitic treatment for four years. General physical 


CLINICAL NOTES—CASE REPORTS 


113 


Laboratory Findings —These were as follows: Blood 
count—Leukocytes, 25,500, with 100 per cent polynu- 
clears. The following day, February 13, the count 
was as follows: Leukocytes, 26,000; polynuclears, 82 
per cent; lymphocytes, 17 per cent; mononuclears, 
1 per cent; hemoglobin (Sahli), 89 per cent; red cells, 
4,580,000. Blood culture, eighteen hours after onset 
was negative. Urine showed a trace of albumin and a 
few mixed casts. Smears and culture of deep pharyn- 
geal swabs showed many streptococci, many micro- 
cocci catarrhales, many Gram-positive bacilli and a 
few pneumococci which agglutinated in Type II serum. 
On the morning of February 13, five cubic centimeters 
of bloody sputum were obtained and pure culture of 


Type II pneumococcus was obtained. Culture and 
typing were by Dr. Z. E. Bolin. 


Treatment.—Consisted of specific Types I and II 
antipneumococcus serum of Felton’s type (Parke, 
Davis & Co.) in doses of 10,000 units to a total of 
100,000 units. Two doses were given intravenously, 
the second being followed by a chill. All the others 
were intramuscular. The chart shows the time and 
frequency of injections. The first injection was ap- 
proximately forty-two hours after the onset. No other 
treatment was used except good nursing, absolute rest 
and high-calorie diet. The response is indicated on the 
chart. The patient improved clinically after the fourth 
dose, and in forty-eight hours was entirely comfort- 
able. Physical signs cleared rapidly, with very little 
cough and expectoration. The patient left the hospital 
on February 25 with the lung findings normal. 


COM MENT 


This patient was an unusually bad risk for 
pneumonia of any kind, especially infection with 
Type Il pneumococcus. The onset and develop- 
ment of the disease were unusually severe. The 
effect of the concentrated antibody serum was 
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was seen medically for the 
first time on the following 
morning, February 12. 
Temperature, 103 degrees 
Fahrenheit; respiration, 30; 
pulse, 120. There was ex 
treme dyspnea with an ex- 
piratory grunt, ashen color, 
a small pleural friction rub 
at left base, with restricted 
movement. There was also 
fixation of right base with 
harsh bronchovesicular res- 
piration and distant crepi- 
tant rales at end of inspira- 
tion. The abdomen was 
tender in general and well- 
splinted in both upper 
quadrants. The patient 
vomited once and had no 
expectoration or cough, ex- 
cept one small hemoptysis. 
(See Fig. 1, showing chart 
of temperature, pulse and 
respiration.) 






Ss 
ees 





eRe 


RNR AD AN ae 


aA 
Bee 


ee 





ts 


hf 
ty HH 
Ti ro 







x 
m0 w) j 
Yt} 
T 
att! 


Peet ear stesd 
>> B bs 
Teo Baha Sh 
lee pae 
HEA 
if 





EER 





am 
3 


vi 


aan 


TS 


h 


Fig. 1.—Chart of temperature, pulse, and respiration in case of pneumonia (Type II) 
treated with Felton’s serum. 
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most emphatic and rapidly curative. It is to be 
noted that the patient received serum first some 
forty-two tt after onset, and that its use was 
continued at four to eight-hour intervals until 
definite improvement was established. Reference 
is made to an excellent paper by Finland and 
Sutliff (The Journal of the American Medical 
Association, 100:8, 560; nee 25, 1933) for 
an extended review of the use of Felton’s serum 
in Type II pneumococcus cadaaoais. This case 
confirms the conclusions of these authors, as to 
curative value, need of early treatment and impor- 
tance of large and repeated dosage. 

The serum used is concentrated according to 
the method of L. D. Felton (Concentration of 
Pneumococcus Antibodies, Journal of Infectious 
Diseases, 43:543; December, 1928). Finland and 
Sutliff (loc. cit.) note the need of unusually large 
dosage of Type II pneumonia, because the serum 
is mixed Type I and Type II and the antibody 
titre is not so high as in the single Type I serum. 
They report that 13 to 23 per cent of all pneumo- 
coccus pneumonias are Type II, with a death rate 

f 30 to 46 per cent in nonserum treated cases. 


350 Post Street. 


INTRAUTERINE B. 


By ¢ 


WELCHII INFECTION * 


Yscar O. T. McA tuisrer, M. D. 
Oakland 


HIE purpose of this paper is to report a case 

of antepartum infection of the uterus, and its 
contents with B. welchii, in a woman with a con- 
contraction ring of the cervix, possibly due to 
treatment with radium fifteen months previously. 
Nothing has been done to show that radium could 
be instrumental in causing such contraction ring, 
though it is known that fibrous tissue is thrown 
down by the action of radium, and this is particu- 
larly true of it when used in the vagina.’ 


REPORT OF 


Mrs. M. B., aged 28, white, American, entered the 
Highland Hospital of Alameda County February 11, 
1933, at 11:45 p. m., apparently in labor at full term. 
She had not felt fetal movements for three days. She 
was immediately sent to the obstetrical ward and 
placed under observation. Her family and past history 
were irrelevant, except that in 1923 she had had a 
difficult instrumental delivery in which the baby was 
lost; and in November, 1931, she had come into the 
Highland Hospital for treatment for uterine bleeding, 
having been told that she had uterine fibroids. At that 
time she was given one intra-uterine treatment of 595 
milligram hours of radium. Apparently, a small dose 


CASE 


was used on account of the age of the patient, not 
wishing to sterilize her. 
On her arrival in the ward, she was having fairly 


good contractions every ten minutes. A rectal exami- 
nation revealed footling presentation; the membranes 
had ruptured on the way to the hospital. The pains 
stopped, however, some time between midnight and 
6a.m. By 9 a. m., February 12, there were no pains, 
but there was a moderate amount of peculiar brownish 
vaginal discharge. At 10:30 p. m., she was taken to 
the delivery room and prepared as for delivery, and 
an attempt was made to bring down the other foot. 


*From the department of obstetrics and gynecology of 


the Highland Hospital of Alameda County. 
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Failing in this, a loop of bandage was placed around 
the presenting foot and traction was applied. The 
patient soon complained of pain, but not intermittent 
in character. Just before noon on February 13, a foul 
odor was noticed about the patient; and by this time 
the abdomen was becoming quite tense, and severe 
continuous pain was complained of. It was also noted 
that her pulse was becoming very rapid, and there was 
a slight rise of temperature. 

I saw the patient again at 1 p. m 
I noticed an extremely offensive odor, even before 
entering the patient’s room. On external examination 
the uterus was found to be unusually hard, and crepi- 
tus was noted in both flanks. The patient was trans- 
ferred to the delivery room and vaginal examination 
was made. The protruding foot was extremely em- 
physematous, and the cervix was firmly contracted 
around the thigh. Dr. E. N. Ewer, chief of the ob- 
stetrical staff, was called in consultation. He advised 
the injection of adrenalin chlorid solution M. X., with 
the idea of relaxing the contracted cervix. Forty-five 
minutes after the injection he made an attempt to 
dilate the cervix, but was unsuccessful. It was then 
noticed that gas was escaping from the uterus. 

3y this time the patient’s pulse was 160 and the 
temperature 100.5 degrees. Being unable to dilate the 
cervix, incision of the same and extraction of the fetus 
was considered; but with the severity of the condition 
of the mother, and the fairly definite indications of 
gas bacillus infection, it was agreed that probably the 
best chance of saving her life would be by doing a 
Porro cesarean section. 


. and at that time 


A classical cesarean was done. The uterus was so 
greatly distended with gas that it seemed inadvisable 
to deliver it before opening. On opening it, gas es- 
caped explosively. There was very little bleeding from 
the cut surface of the uterus. A dead baby was de- 
livered, the cord cut and dropped back into the uterus 
and the uterine wound sutured with one continuous 
suture to prevent the escape of infectious material. 
The uterus was then removed, as would be done in 
any supracervical hysterectomy, and 2,000 cubic centi- 
meters of tap water were given per rectum before the 


patient left the surgery, She was taken to the isola- 
tion ward about 5:30 p. m. in poor condition, and 
there was given clysis of 1,000 cubic centimeters 


normal salt solution and 12 cubic centimeters of poly- 
valaerobic serum intravenously, following which there 
was a mild reaction. At 11 p. m. the serum was re- 
peated, and 25 cubic centimeters was given intrave- 
nously, along with 1,000 cubic centimeters of 10 per 
cent glucose solution. 

On the following day another 25 cubic centimeter 
of serum was given, and this was repeated on Febru- 
ary 15, making a total of 87 cubic centimeters of poly- 
valaerobic serum in three days, all intravenous. 

On February 16 the patient’s condition seemed im- 
proved, though she was still in critical condition, with 
jaundice present. The blood was examined on Febru- 
ary 18: the hemoglobin was 56 per cent, with 3,600,000 
red cells and 44,000 white cells. She, along with her 
relatives, was typed, and on February 20 she was 
given 500 cubic centimeters of citrated blood. There 
was a marked improvement in her general condition 
following the transfusion. However, a wound infec- 
tion occurred, and on February 22 the lower end of the 
wound was opened and drainage established. On Feb- 
ruary 25 the blood picture was again observed, and the 
hemoglobin was 44 per cent. On February 27 the 
blood transfusion was repeated and improvement fol- 
lowed. By this time the abdominal wound was clean- 
ing up, there was little drainage, and the tissue looked 
healthy. Vaginal examination revealed a moderate 
amount of pussy discharge. The cervix admitted the 
tip of the finger, and was freely movable. There was 
no induration or other evidence of local disturbance. 
The patient continued to improve, and was discharged 
on March 13 (just one month after operation) in good 
condition. I saw her in my office on April 6, and she 
seemed normal in every way. 
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COMMENT 


Ordinarily, we would not consider cesarean sec- 
tion in a case with a diagnosis of dead fetus, but 
with the outcome as it was in this instance, we 
are convinced that our judgment was correct; for, 
had we incised the cervix and delivered the baby, 
leaving the uterus in position, there is little doubt 
in our minds that we would have lost the mother. 
Portions of the uterus were gangrenous, and al- 
most no bleeding occurred upon incising it. The 
uterus was placed in a basin of formalin solution, 
and taken to the laboratory about 5:30 p. m.; the 
following morning it had about doubled in size, 
and gas was bubbling up all around it through the 
solution. Cultures were taken from the uterine 
cavity and walls at the time of operation, and 
smears made at that time showed many large 
Gram-negative rod-shaped bacilli. A diagnosis of 
probable B. welchii infection having been made, 
the patient was isolated; and this diagnosis was 
later confirmed by more extensive laboratory 
methods. 

The mode of infection in this case is not known, 
since all examinations were conducted under care- 
ful aseptic precautions. 

B. welchii infection in the uterus is extremely 
rare, there having been less than 100 cases re- 
ported to date. The first case reported was by 
Leduc * in 1597, 

Toombs and Michaelson * searched the litera- 
ture in 1928, and Toombs alone again in 1932,* 
and found 77 cases; and they added 2 cases, mak- 
ing 79. 

Toombs analyzed forty-three cases, of which 
61 per cent followed abortion, and 39 per cent 
were at, or followed, full-term pregnancy. Of the 
latter all accompanied, or followed, long, difficult 
labors. In one case the uterus was packed with 
mercurochrome gauze following manual removal 
of an adherent placenta ; two days later the patient 
had a chill and showed other evidences of develop- 
ing infection; and she died on the fourth day 
following, from B. welchii infection. 

Of the cases studied by Toombs, there were 
87 per cent mortality, and 81 per cent of those 
succumbed within the first five days. Over one- 
third of them died within forty-eight hours from 
the beginning of the infection. Due to the rapidity 
and severity of the infection it has been difficult 
to study methods of treatment. In the 13 per cent 
recoveries reported by Toombs, practically all of 
them had hysterectomies, and | am confident that 
the hysterectomy was instrumental in saving the 
life of our patient. I feel that too much stress 
cannot be put upon the importance of early sur- 
gery in cases of intra-uterine B. qwelchii infection, 
whether following abortion or full-term preg- 
nancy. In addition, they should have the specific 
serum, blood transfusions, clysis and other sup- 
portive treatment, as indicated. This type of in- 
fection is always serious, and therefore demands 
early drastic methods of treatment. 

The symptoms in our case were typical, as com- 
pared with those studied by Toombs, which were: 
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continuous pain in the abdomen, rise of tempera- 
ture, rapid pulse out of all proportion to the 
temperature, foul odor, rapidly developing anemia 
and in most cases jaundice. One case has been 
reported ® in which the red count dropped from 
4,200,000 to 2,100,000, and the hemoglobin from 
70 to 32 per cent, in the course of six hours.. The 
white count at the same time was high, ranging 
up to 125,000; our patient had 44,000 whites. 

There appear to be two toxins thrown off by 
this infection—a hemotoxin and a myotoxin; and 
there is also a substance (leukocidin) formed 
by the organisms which protect them from the 
phagocytic action of the leukocytes. 

230 Grand Avenue. 
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A SCREEN FOR ANESTHESIA IN OPERATIONS 
ON THE HEAD 


By Rosert B. Hore, M.D. 
Los Angeles 


URING the course of mastoid operations, as 

anesthetist I have long felt the need of a 
screen that would be out of the surgeon’s way and 
yet hold the drapery so that the attendant would 
have room to work and be able to see the patient's 
face while administering the anesthetic. 

This I believe I have accomplished with the 
simple and inexpensive screen presented here. It 
can be attached to any of the standard operating 
tables. Two of the detachable screen holders, with 
set screws, are placed on the side of the table; 
the screen is then slipped into these in the usual 
manner. The tightened set screws hold the screen 
erect. If the mastoid is on the left side, the screen 





-Detail of mastoid screen. 


Fig. 1 
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Fig. 2.—End view of table with screen 
attached, 


Fig. 3. 


is attached on the right side of the table: and 
vice versa. The patient is placed as close to the 
edge of the table as possible, with a sand-bag 
under the shoulder. After the usual drapes have 
been arranged, a final sheet is draped from the 
head, anterior to the ear and straight out over 
the screen, and then tucked in about the patient’s 
face. This forms a small recess in| which the 
anesthetist can work and still be out of the way 
of the surgeon. 

The details of the screen are explained by the 
diagram and pictures. It is made of solid metal 
in the form of a double letter “L,” joined to- 
gether by two cross-bars. The rear cross-bar is 
welded in, while the rest of the screen is made 
from a single piece of metal bent in shape in a 
vise. The dimensions may be varied as desired: 
I find 14 by 14 by 6 inches a very convenient size. 
The diameter of the metal used depends upon the 
diameter of the holes in the screen holders. 

If a simple ether anesthetic is required, I have 
found it a great help to put a long drip nozzle 
on the ether can. This is easily done by using an 
adaptor with a ground-glass tip that will fit any 
standard hollow needle, and a long needle such 
as an old spinal puncture needle, about 20 or 22 
gauge. A cork fitting the ether can is bored so 
that the adaptor will go through the cork. The 
adaptor and cork are placed in the ether can, and 
the needle on the adaptor. Ether will now drop 
very nicely from the free end of the needle, and 
in this way the ether can is held out of the way 
and does not disturb the drapery coverings. 

1930 Wilshire Boulevard. 


TREATMENT OF A SPRAIN 


By Epwin F. Patron, M. D. 
Los Angeles 


T is often said that the graduate comes out of 

medical school qualified to treat all the rare dis- 
eases, but ignorant of the common ones. 

Sprains, especially of the ankle, are so common 
that they may not always be taken seriously by 
the attending physician. But to the patient they 
are serious enough, because of the excruciating 


Side view of table with 
Screen attached. 
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Fig. 4.—Screen in place. 
surgery. 


Patient draped for 


pain at the time, and the nagging ache afterward. 
Specialized and refined treatment which takes 
these facts into account is just as easy as any 
other kind, and is very productive of gratitude 
on the part of the victim. 

Sprains are very painful, because of the ac- 
cumulation of blood and edema. in unyielding 
tissues, creating great tension. On this account 
the first principle of treatment is to relieve pain. 
This is done best by heat—soaks or wet appli- 
cations where possible, dry otherwise—and_re- 
peated as needed, Analgesics also are in order. 

The second principle of treatment is to reduce 
the swelling and prevent its continuation. In the 
extremities, especially the ankle, this is most effec- 
tively accomplished by the application of a Sir 
Robert Jones compression bandage, which con- 
sists simply of a layer of cotton batting, from one- 
half of an inch to an inch thick. applied widely 
over the swollen region and held in place by a 
fabric elastic bandage, wrapped on at such tension 
that constant compression or squeezing is accom- 
plished, while circulation is not impeded. This 
dressing can be removed, when required, for soaks 
or heat treatment. Elevation of the foot, also, 
helps reduce the swelling. Efforts to control swell- 
ing should be applied as soon as possible, since 
it is easier to prevent than to reduce. Also the 
less the accumulation of fluid in the tissues, the 
less the resultant deposit of fibrin, scarring, and 
consequent after-aching on use and changes of 
weather. There should be no massage in the acute 
stage: massage then will only add to the irritation 
of already injured vessels and tissues. 


The third principle is rest and relief of weight 
bearing. The Jones dressing serves as an admira- 


ble splint, especially if put on to include several 
inches above and below the injury. Bed, crutches, 
or rigid splints may be used in addition as 
necessary, 

The fourth principle is judicious gradual re- 
sumption of use when healing have 
advanced to a suitable point. This point certainly 
is not reached until all swelling is gone and until 
there is very little, if any, tendency for swelling 
to recur on gentle motion. When this point is 
reached is the time when semirigid or rigid sup- 


processes 
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port is in order to replace the compression dress- 
ing. Adhesive tape or a plaster cast may then 
be applied. It is useless to apply these earlier, 
since they become loose and of no purpose as 
swelling recedes, and since they allow no access 
to the heat treatments which, in the early stages, 
are the only relief to the torturing agony. Ad- 
hesive applied over edematous areas may even 
increase the distress. 

In the case of an ankle the compression dress- 
ing and full use of crutches are usually necessary 
for ten days to two weeks. After this a basket 
taping every week for a month, with the cotton- 
elastic bandage over the tape for extra support, 
will be needed. With the tape, the toe can first be 
touched down between the crutches, then gradu- 
ally a little more, and a little more weight taken 


on the foot till at last the crutches can be dis- 
carded. If swelling recurs, use is progressing too 
rapidly, 


If a little bone is pulled off at the site of the 
sprain, causing sprain fracture, the early treat- 
ment is the same, but plaster is better than tape 
in the secondary period, All ankle sprains should 
be x-rayed to determine this point. 

The doctor who has experienced a sprain him- 
self will give amen to this humane form of treat- 
ment, as contrasted with more usual schemes. 

3875 Wilshire Boulevard. 


TRICHOMONAS VAGINITIS 


A SIMPLE EFFECTIVE 
By E. W. Ayer, M. D. 
AND 


J. M. New, M.D. 
Oakland 


TREATMENT 


FF )R the past few years numerous papers deal- 

ing with trichomonas vaginitis have appeared 
in the literature. This condition i is gradually being 
recognized as a definite clinical entity, despite the 
fact that we are not yet able to satisfy Koch’s 
postulates. 

Two recent contributions* have stimulated 
to submit the following observations: 

1. Typical trichomonas vaginitis (a hyperemic 
vaginal and cervical mucous membrane containing 
many small punctate and/or flame-shaped areas 
of intense hyperemia; associated with a greenish 
gray discharge, often foamy, frequently blood- 
tinged, very irritating, profuse, containing trich- 
omonas vaginalis, and often accompanied by ure- 
thritis) occurs with sufficient frequency to warrant 
meee recognition. 

Trichomonas infestation is frequently en- 
gre aaa upon preéxisting endocervicitis ; hence, all 
cases of vaginal discharge should be examined by 
the simple method of placing a fresh drop of the 


* Gellhorn, George: 
tis with Acetarsone 
(June 3), 1933. 

*Frankenthal, Lester E., Jr., and Kobak, Alfred J.: 
Trichomonas Vaginitis in Children, J. A. M. A., 100:1746 
(June 3), 1933. 


Treatment of Trichomonas Vagini- 
(Stovarsol), J. A. M. A., 100:1765 
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material on a slide, covering with a slip, and ob- 
serving with a high dry lens. 

3. Trichomonas vaginalis has been found in a 
girl of six, suffering from nonspecific vaginitis ; 
her mother harbored the parasite in her vaginal 
secretion. 

4. Trichomonas vaginalis has been found in the 
secretion of a man suffering from nongonorrheal 
prostatovesiculitis ; his wife harbored the parasite, 
and his genital involvement followed marriage. 

Trichomonas vaginitis yields readily to treat- 
aaa based upon the fact that trichomonas vagi- 
nalis requires’ an environment which is acid in 
reaction, 

TREATMENT 


We have used the following simple treatment 
for five years, with unvarying success: (1) Bi- 
carbonate of soda orally until the urine is alkaline 
in reaction (usually two to three teaspoonsful 
daily). (2) A speculum is introduced into the 
vagina. The vaginal and cervical mucous mem- 
branes are swabbed clean with dry cotton appli- 
cators; any evident discharge is likewise removed 
from the cervical canal. The lower cervical canal 
is packed with sodium bicarbonate in powder 
form, following which one to two ounces of bi- 
carbonate of soda (kitchen quality) is packed into 
the vaginal canal, while withdrawing the speculum. 
The patient is instructed to take a douche the 
following day, using one to two ounces of soda 
bicarbonate to one quart of warm water, assuming 
the position necessary to make the vagina act as 
a cup; for this is important to assure proper con- 
tact of the solution with the vaginal walls, it being 
surprising how many women take douches in a 
sitting position. The “soda pack” gives rise to 
a burning sensation for three to five hours, but 
most women are willing to endure it without seda- 
tives. Treatments are given on alternate days, 
and an examination made for trichomonas vagi- 
nalis at each sitting. One to five packings reduce 
the number of parasites to a point where they 
cannot be found; the patient is then put on daily 
soda douches, and told to report following her 
next menstrual flow, at which time mild relapse 
is frequent unless cure has been effected. If trich- 
omonas are found, “soda packs” are given as 
above until the patient is “microscopically free,” 
after which daily soda douches ; if relapse does not 
occur, douches are continued on alternate days and 
reéxamination made following the next menses, 
after which, found free from parasites, treat- 
ment is discontinued. During the whole of this 
program the urine is kept mildly alkaline, the 
initial dose of soda being reduced from one-half 
to one teaspoonful daily. A very occasional case 
will relapse after two “menstrual negatives.” 
Symptomatic relief from burning on urination 
and vulval irritation occurs within twenty-four 
hours from the institution of treatment. 

We strongly suspect that the results obtained 
by Gellhorn can be attributed to the sodium bi- 
carbonate contained in his compound. 

We do not have a successful treatment for 
infestation of the genital tract of the male. 

1706 Broadway. 
































HOW SHOULD IODIN BE USED IN THE 
TREATMENT OF DISEASES OF 
THE THYROID GLAND 


H. H. Searts, M. D. (University of California 
Medical School, San Francisco).—Etiology and 
Diagnosis. Iodin plays a very important role in 
the physiology of the thyroid gland. Its chief 
source for human needs has been through the pres- 
ence of soluble iodids in drinking water. Recently 
the popular and rational use of iodized salt has 
offered additional iodin for the requirements of 
the body. The endemic foci of goiter throughout 
the world, with few exceptions, are associated with 
drinking water of extreme purity. Rarely, how- 
ever, a factor of intestinal infection of a specific 
nature (as described by McCarrison in his many 
reports), appears to be associated definitely with 
the development of goiter. 

As our drinking water proceeds from precipi- 
tation toward consumption, it leaches from the 
soil soluble salts including iodids. Many factors 
influence the amount of such salts which, in this 
natural manner, may be added to our water supply. 
Glaciated regions notably are free from soluble 
salts, these having been washed out by the large 
amounts of water resulting from the melting of 
the glaciers. The regions in which endemic goiter 
is found in the United States and Canada closely 
correspond to the area covered by the great 
glaciers of the Pleistocene period. In areas where 
precipitation is heavy, there is obviously a greater 
dilution of soluble ‘salts in the drinking water. 
Transportation of drinking water by wooden, 
metal or concrete flumes and pipelines prevents its 
natural accumulation of soluble salts. In many of 
our large cities today, water thus travels from 
precipite ition to consumption without opportunity 
for the accumulation of iodin. The addition of 
iodin in the proximal reservoirs then becomes a 
rational measure for public health. At present, for 
example, a chemical study of San Francisco’s new 
water supply is being conducted. If the iodin con- 
tent is found to be deficient, it is planned to add 
an adequate amount. 

Endemic goiter is found in northern California 
in a horseshoe-shaped region extending northward 
along the Coast Range from Monterey to the 
northern boundary of the state, then eastward 
through the Siskiyou mountains and southward 
over the northern half of the Sierra Nevada. Pure 
drinking water is found throughout these regions, 
and the addition of iodin to the drinking water, 
or the oral administration of iodin to school chil- 
dren, undoubtedly would reduce the incidence of 
endemic goiter. 

Endemic types of goiter are 
and (b) the adenomatous. 
proaches the colloid type. 
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(a) the colloid 
Adolescent goiter ap- 
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| An Open Forum for brief discussions of the workaday problems of the bedside doctor. 
for discussions invited. 











Suggestions of subjects 


The colloid goiter is a diffuse symmetrical en- 
largement of the thyroid gland without toxicity, 
often associated with hypothyroidism. The gland 
is firm and granular, and varies from moderate 
to massive size. Although occasionally there is an 
uncomfortable sense of constriction of the wind- 
pipe, the usual complaint is that of disfigurement. 
Rarely, the administration of iodin results in the 
return of the gland to normal size. Far better re- 
sults are obtained by the use of thyroid substance. 

The adenomatous goiter also is encountered com- 
monly in endemic regions. In this case the enlarge- 
ment of the thyroid is caused by the development 
and growth of encapsulated nodules (adenomata ) 
within the glandular substance. Starting insidi- 
ously, they gradually exert a toxic influence on 
the organism, manifested by tachycardia, tremor, 
increased nervousness, and emotionalism. Iodin 
(contraindicated in the nontoxic adenoma because 
of its tendency to stimulate the development of 
toxicity), is of little value in the treatment of 
toxic adenoma. 

In the diffuse, symmetrical, toxic goiter of the 
hyperplastic (exophthalmic) type, iodin is of great 
value in the preparation of the patient for surgery. 
Diagnosis is made, in this condition, from the 
story of a rapidly developing toxemia evidenced 
by extreme nervousness, increasing exophthalmos, 
tremor, feeling of warmth, tachycardia, loss of 
weight, increased appetite, and hyperhidrosis ; and 
by the presence of a diffuse, smooth, firm, sym- 
metrical goiter, often exhibiting thrill and bruit. 
Blood pressure readings disclose a high pulse pres- 
sure. The basal metabolic rate usually is elevated 
quite markedly. 

Frequently the patient with exophthalmic goiter 
receives iodin over a long period of time. In such 
instances, there is improvement for a period of 
several weeks, and then the patient returns to a 
condition similar to that found before Lugol’s 
solution was administered. Such “iodin fast’ pa- 
tients have lost their best opportunity for cure 
by surgery. Operative risk is increased, and oper- 
ation should be performed only with great skill 
and celerity. The postoperative course of these 
patients usually is associated with severe crises of 
hyperthyroidism. 

It is evident, 
goiter, 


therefore, that, in exophthalmic 
iodin should be reserved for preoperative 
administration, and for a short period following 
surgical treatment. 

In the rational use of iodin for the treatment 
of goiter, it obviously is required that the attend- 
ing physician be able to differentiate between the 
different types, as treatment varies with the patho- 
logic picture. Of particular importance is the 
differential diagnosis between toxic adenoma and 
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exophthalmic goiter. The following points may 
aid in the recognition of the type encountered : 


HYPERPLASIA ADENOMA 


1. Exophthalmos (about 70 1. No exophthalmos. 
per cent of patients). 

2. Thrill and bruit over 2. No thrill or bruit. 
thyroid. 

3. Symmetric goiter of 3. ASymmetric nodular 
uniform consistency. goiter. 

4. Parallel development of 4. Goiter of years’ dura- 
goiter and toxicity. tion before toxicity 

develops. 
5. Rapid development of 5. Slow progressive devel- 


toxicity to advanced 
degree, with periods 
of remission. 


opment to a moderate 
degree, without re- 
missions. 


6. Etiology—? psychic 6. Etiology—endemic. 
trauma; ? oral infec- 
tion. : 

7. Typical blood pressure, ~ Typical blood pressure, 
140/60. 160/100. 

8. B. M. R. ranges from 8. B. M. R., from 25 to 50 


per cent plus. 
9. Normal blood picture. 


40 to 70 per cent plus. 
9. High percentage of lym- 
phocytes. 
10. Rarely  substernal = or 
intrathoracic. 


10. Most substernal and 
intrathoracic goiters 
are adenomatous. 

Commonly pressure is 
a main complaint. 


11. Rarely any pressure rd. 
signs or symptoms. 


* * * 


CLARENCE G. ToLtanp, M.D. (1930 Wilshire 
,oulevard, Los Angeles).—In 1200 A. D., Roger 
of Palermo advocated burnt sponge in the treat- 
ment of goiter. Coindet, the Swiss physician, 
established iodin as the effective agent, in 1829. 
Following that time, for nearly one hundred years, 
iodin was alternately praised and condemned. 
Trousseau, in a brilliant therapeutic mistake, dis- 
covered its value in toxic goiter. Kocher, with 
his imposing influence, condemned it, and its use 
was abandoned. 

Plummer, again in 1922, by an incontrovertible 
array of clinical tests forced the recognition of its 
value on a partly believing, partly skeptical medical 
world. Eight years ago a distinguished doctor, in 
The Journal of the American Medical Associ- 
ation, said iodin was “a double-edged sword, with 
its sharpest edge menacingly turned toward the 
patient.” In the last few years, however, we have 
come to learn that it is a shield protecting the 
patient from the fury of Graves’s disease. 

We do not understand how iodin works, but 
we do know what it does. Why iodin, on the one 
hand, should prevent the accumulation and storage 
of colloid in a patient with endemic goiter and, 
on the other hand, promote such storage of colloid 
and formation or normal thyroxin in the patient 
with Graves’s disease, seems contradictory. A con- 
sideration of the normal iodin metabolism is essen- 
tial to an understanding of how iodin operates. 

An infinitesimal daily dose of iodin, .16 milli- 
gram or about 1/400 of a grain, is all that is re- 
quired to keep the body in iodin equilibrium, In 
Graves’s disease the usual iodin dosage has been 
about 100 to 400 milligrams per day in the form 
of Lugol’s solution. W e are thus giving 600 to 

2600 times the physiologic requirement of the 
hody. Thompson, in Boston, has found that one 
minim of Lugol’s solution, or 6 milligrams daily, 
will effect a maximum reduction of basal metabo- 
lism in Graves’s disease. This is an interesting 
fact, but we feel that it is neither advisable nor 
safe, as an excess of iodin is not dangerous. We 
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always give about 15 to 20 minims, which we feel 
is a safer procedure. 

The maximum improvement of patients with 
Graves’s disease, previously untreated with iodin, 
occurs in about eight to fourteen days. The rate 
of improvement depends chiefly upon the intensity 
of the intoxication, and also the manner in which 
the disease was progressing spontaneously before 
the iodin was started. Occasionally a patient may 
not respond, or may become worse. These are the 
cases illustrating to us the fact that the story of 
iodin effect has not yet been written. 

We use iodin in both patients with Graves’s 
disease and those with toxic nodular goiters, and 
have encountered very few cases of so-called iodin 
hyperthyroidism. It should be a rule not to employ 
iodin in patients with nontoxic adenomas, as there 
is the risk of inducing iodin hyperthyroidism. 

We decry the prolonged use of iodin for toxic 
goiter, save for a very rare type of mild hyper- 
thyroidism in the young adult, where it may be 
used in small doses with careful observation. 

The moderately and severely toxic patients, re- 
ceiving prolonged iodin treatment, will eventu: lly 
require surgery, will be poorer surgical risks, and 
will account for a decidedly higher mortality. 

The indications for the use of iodin other than 
for the preoperative preparation of the patient 
with toxic goiter are few. About one in two 
hundred patients following thyroidectomy will de- 
velop some postoperative “hyperplasia, with vary- 
ing degrees of return of toxic symptoms. A 
certain percentage of these may be kept under 
control by the intermittent administration of iodin. 

In hyperthyroid crises following subtotal thy- 
roidectomy, we routinely give sodium. iodid by 
vein, and feel that it is of value in certain cases. 
The blood iodin is low, following subtotal thyroid- 
ectomy, and it may operate by supplying that defi- 
ciency; but we do not believe that it has any 
specificity in the treatment of crisis. It is difficult 
to evaluate the efficacy of any procedure here, as 
many therapeutic measures are usually resorted 
to in such a crisis. 

The use of iodin for adolescent goiter has an 
established place, and is definitely effective. 

In all these types where iodin is used, we must 
remember that we are not treating the cause of 
goiter by giving iodin, and that by any type of 
indirect therapy we always shall beget some fail- 
ures. But until the etiology has been definitely 
established, we must be grateful for such a power- 
ful ally as iodin in the treatment of goiter. 


A. B. Cooke, M. D. "&y Medico-Dental Build- 
ing, Los Angeles) —It sometimes happens that 
discussion of the abuse of a remedy or measure 
becomes fully as important as discussion of its 
use. [| am persuaded that this is true in the pres- 
ent instance. Probably nowhere in the whole range 
of clinical medicine can be found a more con- 
spicuous example of the association of good and 
evil possibilities in a single medicament, than in 
the case of iodin in the treatment of diseases of 
the thyroid gland. 

Others have presented &he benefits of iodin. 
The present writer accepts the much less inviting 
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part of emphasizing its possibilities of harm, and 
sounding an earnest note of caution. 

Somewhere in his numerous contributions to 
the study of the goiter problem, Crile poetically 
says that the “thyroid gland is the musical instru- 
ment upon which nature plays the tune of life,” 
or words to that effect. In similar fanciful vein 
it may be said that iodin determines the key and 
pitch of the tune, whether it shall be one of en- 
chanting harmony or one of discordant jazz. 

That iodin has a place, and a most important 
place, in the therapy of goiter, is a firmly estab- 
lished fact. But we shut our eyes to an equally 
important fact when we fail to realize that its 
indiscriminate use constitutes a distinct and wide- 
spread menace. In reality it is a two-edged sword, 
as potent for harm as for To employ the 
agent merely because there is a goiter, is often to 
woefully misuse a valuable remedy, with serious 
and not infrequently disastrous consequences to a 
confiding patient. 


good. 


And yet this is exactly what occurs so constantly 
that it may almost be regarded as established 
routine. I see few cases of any type in which 
iodin, in some form, has not already been resorted 
to by the patient; either upon misinformation ac- 
quired from the public press or some well-meaning 
friend, or, sad to Say, often from the profession 
itself. 

Surely the members of the medical profession 
are not willing to acquiesce in the imputation of 
carelessness or lack of ability to discriminate. The 
indications for the use of iodin in goiter therapy 
are definite and easily understood. It can be con- 
sidered curative only in certain cases of the simple 
or nontoxic variety. In toxic goiter it can never 
be considered curative. True, toxic hyperplastic 
goiter usually responds magically to the proper 
exhibition of the remedy, but the response is 
always temporary. If the iodin is persisted in, 
the patient will very probably become immune to 
it, with subsequent return of the toxicity. 


In toxic adenoma iodin is to be employed with 
great caution, if at all. There can be no question 
that it is capable of much harm in these cases. 

Therefore in toxic goiter—since iodin is not 
curative in any type of case, and since its bene- 
ficial action at best is only temporary -it follows 
that the sole purpose in administering it should be 
to control symptoms and to prepare the patient 
for safe surgery. 

In colloid goiter there is already a superabund- 
ance of iodin stored in tHe gland. To administer 
more would seem to be adding insult to injury. 
When for any reason nonsurgical treatment is 
adopted in this type of case, far more favorable 
results may be expected from thyroid extract than 
from any form of iodin. In the 
icity the disfigurement is the only indication for 
intervention, and here surgery certainly offers 
more than any kind of medicinal treatment. 


absence of tox- 


One other abuse calls for protest. Many errone- 
ous ideas are prevalent in regard to “iodized salt.” 
Lay publications and billboards are utilized by sun- 
dry commercial interests to promote the consump- 
tion of this so-called table necessity. A moment's 
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reflection should make it clear that the claims 
made are — false and pernicious. Iodized salt 
provides an easy means of increasing the iodin 
intake ; but rightly conceived, the only indication 
for its use is the prevention of endemic goiter in 
districts where there is a deficiency of iodin in the 
diet. And it is agreed by those in position to know 
that the efficacy of the agent is limited to the pre- 
puberty years. 

When iodized salt replaces ordinary salt as a 
condiment, adults as well as children partake of it. 
The possibility of harmful results is apparent. 
There can be no doubt that in latent cases of non- 
toxic adenoma active symptoms are often excited. 
In toxic oe it may stimulate to increased 
toxicity, and in hyperplastic cases the dosage is 
wholly soallicies to control the symptoms. 

All this would seem to be obvious in the mere 
statement. Yet a half-page advertisement appear- 
ing in current issues of The Journal of the Ameri- 
can Medical Association contains the remarkable 
statements, quoted from the report of the Com- 
mittee on . lodized salt is for all 
table and cooking uses of salt,’ “Used daily 
as the only salt on the table and in cooking,” ... !! 

The profession of California is to be congratu- 
lated that CALIFORNIA AND WESTERN MEDICINE 
has not succumbed to this insidious form of ques- 
tionable commercialism. 


l‘oods: 


Vaden of Caledon in Diesiindaitial Preparation. —Kvans 
presents a preliminary report on the routine use of 
calcium in preoperative preparation. Each adult pa- 
tient is instructed to eat a sufficient amount of plain 
food (meat once a day, not fried), to drink at least 
one glass of milk with each meal, six glasses of orange 
juice daily, two and three ounces of stick candy daily, 
to take deep breathing exercises at least three times 
each day, to see that the bowels move every twenty- 
four hours, and to sleep at least nine hours each night. 
On the morning of the third day before operation, 
each adult patient receives a sufficient amount of cal- 
cium so that there will be a slight hypercalcemia at 
the time of operation: three grams of calcium gluco 
nate by mouth immediately after each meal. On the 
night before operation, 10 cubic centimeters of a sterile 
10 per cent solution of calcium gluconate is given 
intramuscularly and a sufficient amount of alkali so 
that the urine will be slightly alkaline on the morn- 
ing of operation. A plain soapsuds enema is given on 
the evening before oper: ation, and at bedtime 0.1 gram 
of phenobarbital is given by mouth. Three-quarters 
of an hour before the operation each patient receives 
from 0.008 to 0.016 gram of morphin sulphate intra- 
muscularly. After the operation, a retention enema of 
from 500 to 800 cubic centimeters of tap water is 
given. As soon as the patient begins to react from 
the anesthesia, 10 cubic centimeters of a 10 per cent 
sterile solution of calcium gluconate is given intra- 
muscularly and the patient is placed in a slight Fowler 
position. No abdominal binders or tight abdominal 
dressings are used. Fluids, if desired, are given im- 
mediately after operation. The patient is turned on 
the side every three or four hours, and during the first 
four or six days is made to take a series of deep 
breaths three or four times a day. During the first 
three or five days, especially in upper abdominal oper- 
ations, a sufficient amount of morphin sulphate is 
given intramuscularly to prevent any sharp pain, rest- 
lessness or fear. A small rectal tube is used if there 
is any. distention. Enemas or cathartics are given on 
the third or fourth day after operation. Patients are 
catheterized if they do not void within twelve hours 
after the operation,and every eight hours until they void 
voluntarily. Dressings are not changed except to re- 
move drains and sutures. 


-N. J. Medical Society Journal. 
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RIVERSIDE ANNUAL SESSION 


This Year's Annual Session to Be Held April 30 
to May 3.—One of the official California Medical 
Association notices in this number of CALIFORNIA 
AND WeEsTERN MEDICINE is an announcement of 
the next annual session of the California Medi- 
cal Association, which this year will be held 
Riverside ; the meetings to commence on Monday, 
April 30 and to continue through most of Thurs- 
day, May 3. The attention of members in all 
parts of the State is called to this notice,* with the 
thought that many physicians will begin to plan 
to be present. The local committee of arrange- 
ments, of which Dr. W. W. Roblee of Riverside 
is chairman, is making earnest efforts to provide 
all possible facilities for a pleasant and profitable 
The progress report of the Committee 
on Scientific Program to the Council indicates that 
section meetings will measure up to the excellent 
standards of recent years. The officers, therefore, 
urge all members who can arrange their work to 
make an effort to attend this meeting, at which 


session. 


* Editorials on subjects of scientific and clinical interest, 
contributed by members of the California Medical As- 
sociation, are printed in the Editorial Comments column, 


which follows. 
7 Notice 


is printed on page 125. 
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matters of vital importance to scientific and organ- 
ized medicine will come up for discussion and 
decision. 


EXCELLENT WORK 


A Flying Squadron: Why Not More of Such?— 
There has come into being during the last year 
what might be called the “Flying Squadron” of 
the California Medical Association. 

A small group of physicians, headed by Dr. 
George G. Reinle, president of the Association, 


and including Dr. Charles A. Dukes and Dr. 
Walter M. Dickie, chairman and director, respec- 
tively, of the California Medical Association Pub- 


lic Relations Committee, and Dr. Benjamin Black, 
medical director of Alameda County, has held 
itself subject to call by component county societies 
or other bodies interested in or allied to scientific 
and organized medicine. 

Talks have been given before the Solano and 
Napa county medical societies, at Vallejo; the 
Santa Clara county society, at San Jose; the Cali- 
fornia League of Municipalities, at Santa Cruz; 
the Fresno county society, at Fresno; the Long 
Beach group, at that city; the Alameda County 
Dental Association, at Jak: ind; and other organi- 
zations. The four physicians mentioned have 
spoken at most of these meetings, and the sub- 
jects discussed have included many phases of 
medical economics, with special emphasis on 
county plans in preventive medicine. 

With the Alameda County Plan now entering 
the second year of its existence, it has been possi- 
ble to report on the results achieved during the 
first twelve months. This task has fallen to 
Doctor Reinle who, in his last talk before the den- 
tists of Alameda County, was able to state that, 
during the first twelve months of its operation, the 
Alameda C ounty Plan provided medical service on 
a part-pay basis to 1,742 persons. At the same 
time, he reported on the progress of somewhat 
similar plans as inaugurated by component county 
medical societies in other parts of California. 

In his address before the California League of 
Municipalities at Santa Cruz, President Reinle 
strongly advocated a matured program of pre- 
ventive medicine as the natural and necessary 
sequence to general public health work. In this 
connection, he urged a closer codperation between 
county medical societies, and county and munici- 
pal health departments. 

At the various meetings the speakers of the 
“Flying Squadron” have pointed out the necessity 
for unified effort on the part of the medical pro- 
fession, to the end that present-day problems 
might be solved along constructive lines and the 
menace of state medicine reduced. 

The success attained through the visits of this 
one group of officers should commend the plan to 
other sections. California is a large state, 
graphically, and different portions all have their 


geo- 


respective problems. The California Medical As- 
sociation, and also public health work, would 
profit, if three or more such “Flying Squadron” 


groups should come into existence. 
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A PROPOSED CULTIST INITIATIVE LAW 


Primary and Final State Elections Will Be Held 
in California in 1934.—It is not too early to re- 
mind the five thousand members of the California 
Medical Association that primary and final elec- 
tions will be held for state offices in California in 
this year, 1934. At these elections it is possible 
that a number of initiative petitions for enactment 
of laws by vote of the citizens will also be sub- 
mitted to the electorate. The draft of one such 
initiative, which deals with the practice of the 
healing art, has come to the desk of the editor. It 
is here reprinted in part, because a perusal of 
some of its paragraphs should provoke suggestive 
thought on the task ahead. The naturopathic 
group had two bills before the last legislature, 
but each measure died in committee. We have 
been told that the leaders of the group now pro- 
pose an initiative law as an easier, even though 
more costly, means of gaining their ends. What 
the proponents of this group hope legally to ob- 
tain for themselves becomes evident when the 
following excerpts from the draft are read: 


EXCERPTS FROM PROPOSED 


INITIATIVE 


NATUROPATHIC 


An act to create a public corporation to be known 
as the “Naturopathic Association of California,” to 
provide for its organization, government, membership 
and powers, to regulate the practice of naturopathy, 
and to provide penalties for violation thereof. 

Naturopathy is hereby declared to include physio- 
therapy, physical therapy, phytotherapy, and the use of 
antiseptics, anesthetics, biochemistry, and the science 
and art of diagnosis, applied therapeutics and pro- 
phylactic hygiene and sanitation, which enables the 
naturopathic physician to direct, advise, prescribe, dis- 
pense and apply food, water, roots, herbs, plants, oils, 
lights, heat, color, exercises, active and passive manipu- 
lations correcting vital tissues, organs or anatomical 
structures by manual, mechanical, electrical instru- 
ments and appliances, x-ray or any and all natural 
agencies that have been used in the past, that are 
now in use, or that may be used in the future, to 
assist nature to restore a physiological and psycho- 
logical interfunction for the purpose of restoring and 
maintaining a normal state of health, mentally and 
physically. 

Creates a public corporation to be known as the 
“Naturopathic Association of California,” which shall 
have perpetual succession with power to sue, enter 
into contracts, deal in real and personal property, 
establish and maintain colleges, hospitals, clinics, libra- 
ries, and do all things for the advancement of natu- 
ropathy. 

No law now or hereafter enacted shall qualify, regu- 
late, restrict or prohibit the S. N. A. from fully carry- 
ing out, “all the purposes and provisions herein con- 
tained,” 

All jurisdiction over naturopathy is vested in the 
“Naturopathic Association of California.” 

Anyone will be considered a member of the Naturo- 
pathic Association of California in good standing who 
complies with provisions Sections 39, 40, 41: 

39. Anyone who for one year prior to the effective 
date has been engaged in some form of drugless prac- 
tice in California (without requirement that they had 
been previously licensed). 

40. Above, by passing an examination, will be granted 
right to do minor surgery and give anesthetics. 

41. Those who have practiced naturopathy in this 
State for ten years will be licensed. A governing body 
of one member from each Congressional District. 
Members of the Board of Governors elected annually 
by a system similar to the Bar Association. 
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63. Naturopathic physicians shall have all the rights 
and privileges of any and all other practicing phy- 
sicians of any class in the treatment of any and all 
diseases, injuries, deformities or other mental or physi- 
cal conditions. Also same privileges in all “institutions 
supported wholly or in part by public funds and to 
disability compensation. . .” 

Section 3 states: “No law now or hereafter enacted 
shall in any way qualify, regulate, or prohibit the 
State Association from fully carrying out and effectu- 
ating all the purposes and provisions herein 


con- 
tained.” 


THIS AND THAT 


San Fernando Plan.—The San Fernando plan 
of caring for the indigent sick residing in districts 
somewhat distant from metropolitan centers came 
into existence in Los Angeles County, and was 
commented upon in the December CALIFORNIA 
AND WEsTERN MeEpIcINE, page 417. In_ that 
county the physicians in the suburb of San Fer- 
nando became dissatisfied with the manner in 
which a health center curative clinic (maintained 
in connection with the County Health Depart- 
ment, and to which they were giving gratuitous 
services), was being conducted. The physicians 
who were serving in the clinic decided to no longer 
give such services as a clinic group. Through the 
county hospital authorities, arrangements were 
then made to send the indigent sick to the offices 
of the physicians, a small nominal fee being paid 
by the county for the use of the offices and facili- 
ties of the physicians. It is interesting to note that 
the clinic staffs in the cities of Long Beach, Comp- 
ton, Glendale, and Pomona have recently also 
adopted the San Fernando plan. At Alhambra 
the attending staff is aiming to follow suit. The 
health center clinics which are still operating 
under the old system are those at Inglewood, 
Santa Monica, Whittier, and Belvedere. 

With this wider use of the San Fernando plan, 
it should shortly be possible to have a clearer esti 
mate, both of the comparative money costs and 
of the professional merits of the system. In its 
emphasis on maintenance of the personal phy- 
sician-patient relationship, the plan makes a real 
appeal to organized medicine. 


* * * 


Newspaper Publicity on the Charity Work of 
Physicians—On January 11, several Los Angeles 
newspapers printed interviews with Dr. Harry H. 
Wilson, secretary of the Los Angeles County 
Medical Association, in which he discussed at 
some length the great increase in present-day costs 
of caring for the indigent sick, and the E.vaminer 
black-faced the following statement: 

“In 1931 it was figured that charity work in 
the county of Los Angeles amounted annually to 
ten million dollars, these figures being based on 
compensation or industrial accident fees, which 
are considerably less than ordinary fees.” 

The articles printed were a type of publicity 
which should find a place in the columns of the 
lay press, much more than has been the case in 
the past. The medical profession is paying the 
price of overgreat modesty in having for so many 
years refrained from telling what are the approxi- 
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mate money values of the gratuitous services 
rendered by physicians in public and private hospi- 
tals and clinics. It is hoped that more of such 
articles and interviews will find space in the news- 
papers, because their perusal should lead lay citi- 
zens to stop and think, and give at least a passing 
gesture of appreciation to the physicians who 
make such massive donations to the indigent sick 
and to the taxpayers. The present-day civilization 
is one in which propaganda is a powerful force. 
The medical profession has no wish to engage 
in cheap advertising, but, on the other hand, it 


science or ethics, to minimize or keep secret the 
enormous amount of professional services (and 
their money valuation) which a host of medical 
men and women most generously give to the many 
hospitals and clinics in California. 

* * * 


Educational Standards of Law and Medicine.— 
Hon. Chester H. Rowell, prominent California 
publicist, in his San Francisco Chronicle column 
recently gave expression to some viewpoints on 
medical and legal curricula and licensure that 
should be of interest to members of both pro- 
fessions. He spoke, of course, of the standards 
of nonsectarian, or regular, so-called old-school 
medicine, and not of cultist groups who, in re- 
cent years, through their respective boards, have 
licensed many practitioners possessing little more 
than a common school preliminary education, and 
whose professional training, as given in cultist 
institutions, was woefully below the standards set 
by modern scientific medicine. It should be re- 
assuring to note that lay writers have been keen 
to observe the progress made in medical training 
during the last twenty-five years. The legal pro- 
fession is in a splendid position to enforce higher 
standards, because the State Bar has as its cap- 
stone of organization, the Supreme Court of the 
State, certainly a strategetical advantage of real 
value. 

Mr. Rowell’s comments follow: 

Another educational anomaly. 

Forty applicants took the State examination to prac- 
tice medicine, and thirty-five of them passed. 

At the recent State Bar examination the total num- 
ber of applicants was many times forty, and the vast 
majority of them failed. 

There are States in which, for years, every appli- 

cant has passed the medical examination. In practi 
cally every State, nearly all of them pass. There is 
no State in which so many as half the applicants pass 
the bar examinations, and in some States as many as 
nine-tenths of them fail. 
_ The difference is not that the medical examination 
is easier. It is, on the contrary, very much harder. 
The difference is that all the applicants for entry into 
the medical profession have received a proper edu- 
cational preparation, while very few of those apply- 
ing for the bar examination have done so. These few 
all pass, most of them at the first trial and the rest 
at the second. 

To try for the medical examination, the aspirant 
had first to graduate from a university at which his 
last two years were spent at premedical work, and he 
had to be one of the few best ones in his class. Then 
he had to spend four years in a first-class medical 
school, in which nothing but good work was tolerated. 
If he lacked the brains, the character, the diligence 
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or the serious purpose required, that was found out 
long before he came up for the examination. The 
failures were weeded out in advance. 

Until recently, the candidate for admission to the 
bar did not have to know anything but law, and he 
need not have studied that in a first-class school. Now 
he does have to be a high school graduate or its 
equivalent. He may have studied his law in a school 
nearly all of whose graduates habitually fail, and he 
may have none of the qualities necessary for a lawyer. 
Nevertheless, he is permitted to waste years of effort, 
only to be rejected at the end. It is unfair to him and 
to the State. 

Some day the bar itself will demand that the law be 
a learned profession. 

oe oe 


Great Britain Considering Human Steriliza- 
tion —As readers of CALIFORNIA AND WESTERN 
MepIciNE will recollect, the subject of human 
sterilization was treated briefly on page 59 of the 
issue for January. When it was stated that Ger- 
many’s marked departure from previous methods 
of handling human beings who are hereditary de- 
fectives was almost certain to bring about in- 
creased attention elsewhere to the pros and cons 
of such procedure, it did not occur to us that, 
within the short period of one month, announce- 
ment would be made that the British Government 
also was considering the desirability of adopting 
a human sterilization plan; the possibility of which 
official action adds to the medical interest in a 
paragraph from Time, reading : 

German physicians who fail to report patients who 
ought to be sterilized were threatened last week with 
a fine of 150 marks ($56). 

The following Associated Press cable from 
London, dated January 18, gives further infor- 
mation as to what our British cousins are de- 
liberating: 

A British Government committee tonight recom- 
mended the legalization of voluntary sterilization for 
mentally defective and some physically defective per- 
sons, 

The recommendation was made in a report of the 
committee appointed early last year by the ministry 
of health for a study of the problem. 


The recommendation itself is in the form of a bill 
for a law which would recommend sterilization of such 
physical defectives as are shown to be carriers of a 
grave physical disability which is transmissible. 

The bill provides that an operation for sterilization 
would be performed only under a written authoriza- 
tion by the minister of health. 

Applications for the authorization would have to be 
supported by a recommendation signed by two medi- 
cal practitioners, one of whom should, if possible, be 
the patient’s family doctor and the other a practitioner 
on a list approved by the ministers. 

Sterilized mental defectives would receive 
supervision as required after the operation. 


such 


In all cases where a patient is capable of giving his 
consent, the bill provides he should sign a declaration 
of his willingness to be sterilized. 


CALIFORNIA CHIROPRACTIC ACT—AN 
IMPORTANT SUPERIOR COURT 
DECISION 


Judge William I’. James Hands Down Decision 
on Scope of California Chiropractic Act.—Just as 
this February issue of CALIFORNIA AND WESTERN 
MEDICINE is going to press, the editor has ob- 
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tained a copy of the opinion (No. 43645) ren- 

dered on January 16, 1934, by Judge William 

F. James of the Superior Court at San Jose, Santa 

Clara County. Judge James’s opinion was on a 

suit in which appeared : 

THE PEOPLE OF THE STATE OF CALIFORNIA ON 
THE RELATION OF THE CHIROPRACTIC LEAGUE 
OF CALIFORNIA, a Voluntary Association, 

Plaintiff and Cross-complainant, 
v8. 
ROSCOE C. STEELE 


doing business 
STEELE, 


and 
under the 


LOIS B. 
style of 


STEELE, partners 
DRS. STEELE & 
Defendants, 


vs. 


GLEN J. SIPES and J. K. 
CHIROPRACTORS OF 


Association, 


CHRISTIE, and ASSOCIATED 
CALIFORNIA, a_ Voluntary 


Interveners and Cross-defendants. 


The legal viewpoints as expressed by Judge 
James should be most interesting not only to the 
laity but to practitioners of the healing art. This 
comment is made in order to call special attention 
to Judge James’s opinion, which is printed in this 
issue of CALIFORNIA AND WESTERN MEDICINE, 
page 142. Every member of the California Medi- 
cal Association may well take the time to read 
the opinion, and it is to be hoped that all will 


do SO. 


EDITORIAL COMMENT" 


CULTURAL LAG IN CLINICAL LOGIC 


‘rom a philosophical point of view the decade 
or more that often elapses between the discovery 
of a basic biologic fact and its general recognition 
in practical clinical logic, constitutes an interesting 
social phenomenon. To the busy practitioner, 
however, this cultural lag is of greater moment: 
the constant fear that there may be well confirmed 
basic facts with which he is not familiar, and yet 
which, if known, would modify his apparently 
logical diagnosis or methods of treatment. 

Thirty-two years ago Levaditi' noted that alien 
erythrocytes injected into homologously immu- 
nized animals are often phagocyted before they 
can be hemolyzed. He regarded this phemonenon 
as of little clinical interest, since the ingested blood 
corpuscles were eventually digested by the leuko- 
cytes. Seven years later, however, Deycke and 
Much? raised the phemonenon to one of clinical 
importance. From histological evidence they con- 
cluded that the processes of phagocytosis actually 
isolates tubercle bacilli from the effective defenses 


* This department of CALIFORNIA AND WESTERN MEDI- 
CINE presents editorial comment by contributing members 
on items of medical progress, science and practice, and on 
topics from recent medical books or journals. An invita- 
tion is extended to all members of the California and 
Nevada Medical Associations to submit brief editorial 
discussions suitable for publication in this department. No 
presentation should be over five hundred words in length. 


1 Levaditi, C.: Ann. Inst. Pasteur, 16:233, 1902. 


2 Deycke, G., and Much, H.: Miinchen med. Wehnschr., 
56:1985, 1909. 
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of the animal body, the phagocytes themselves 
showing little ability to destroy the ingested bacilli. 
Their conclusion was afterwards confirmed by 
American investigators,* who found that, while 
tubercle bacilli are rapidly “lysed” in the perito- 
neal cavities of tuberculo-immune guinea pigs, 
little or no lysis is demonstrable in the bacilli taken 
up by the local phagocytic cells. 

This immunologic paradox was afterwards 
studied in detail by Doctors Rous and Jones,’ of 
the Rockefeller Institute, who found that typhoid 
bacilli, taken up by living leukocytes, are not only 
protected from injury by homologous antiserums, 
but are also protected against destruction by oth- 
erwise effective chemical antiseptics. Generalizing 
from these findings, the New York investigators 
emphasized the fact that cytoplasmic protection 
from antibodies and chemotherapeutic agents 
“Should be taken into consideration in the study 
of diseases caused by infectious agents capable of 
living within tissue cells.” 

In spite of this emphasis, however, the possi- 
bility that the specific serum therapy of certain 
infectious diseases could be effective only in the 
initial, prephagocytic, or extracellular stages of 
the infection, has been generally ignored in prac- 
tical clinical logic. Since convalescent human 
serum, for example, or antiserum produced by 
immunizing horses against poliomyelitis virus will 
kill or neutralize poliomyelitis virus in vitro, such 
serums have been regarded as presumptive cures 
for infantile paralysis. The Rous-Jones phenome- 
non would have suggested that the intracellular 
location of this virus would render the success of 
specific serum therapy highly improbable in this 
disease. 

Doctors Rous, McMasters and Hudack,’ there- 
fore, have repeated their tests of eighteen years 
ago under conditions that should demonstrate their 
probable clinical applicability. Suspensions of 
rabbit embryonic fibroblasts were inoculated with 
vaccinia. Both viable and nonviable rabbit cells 
were found to absorb but not to destroy this virus, 
the thoroughly washed virus-impregnated cells 
causing typical vaccinia lesions on subsequent in- 
jection into rabbits. Specific immune serum, 
which, in control tests, would kill or neutralize 
free vaccine virus, was found to be viruscidal 
against the virus on or within the dead tissue cells. 
Tested with living tissue cells, however, the same 
antiserum was without demonstrable viruscidal 
effect. Exactly the same cytoplasmic protection 
was demonstrable with the filtrable agents caus- 
ing rabbit fibroma and chicken sarcoma. 

Stanford University. 

W. H. MANwarina, 
Palo Alto. 


3’ Manwaring, W. H., and Bronfenbrenner, J.: J. exper. 
Med., 18:604. 1913. 

4 Rous, P., and Jones, F. S.: Ibid, 23:601. 1916. 

5 Rous, P., McMasters, P. D., and Hudack, S. S.: Proc. 


Soc. exper. Biol. and Med., 31:90 (Oct.), 1933. 
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OFFICIAL NOTICES 


Riverside, the California Medical Association’s 1934 
Meeting Place, April 30 to May 3.—The long wagon 
trains of the West are gone. Gone are the glamorous 
days of the Indian and the Spanish dons, but romance 
still lingers in California. 

An automobile trip to the southland in the spring- 
time when the hills are green, the plains blanketed 
with wild flowers, the orange trees in blossom and 
every gentle breeze permeated with their perfume, is 
a most delightful experience. 

The wonderful California highways, the beauty and 
romance of the trip, mark days that are remembered 
as filled with happiness and content. 

The annual meeting of the Association this year 
offers to its members and their families just such an 
experience. One may traverse many beautiful por- 
tions of this fair land, and arriving at Riverside a spot 
will be found where man and nature have combined 
all that is best both in beauty and comfort. Coming 
to the city’s entrance one pauses at the beautiful 
Mission bridge, the most distinctive structure of its 
kind in the Southwest, and, after passing the fountain 
of Saint Francis at the base of Mount Rubidoux, pro- 
ceeds along the beautiful circle drive to the entrance 
of Seventh Street. There one can look upon this city 
which is cradled in a rich valley under a waving 
canopy of orange and palm trees, presenting a pano- 
rama of foliage that is enthralling in its beauty and 
charm. 

Happy indeed is a city that can have a hotel that 
is not a hotel, but an institution, a civic monument. 
Such is the great modern Mission Inn that rambles 
lazily over a whole city block in the heart of River- 
side. This is indeed “the end of the trail’? for our way- 
farers, and the three or four days within its portals 
will be filled with comfort, charm and contentment. 

Many hours can be spent viewing the Inn and its 
treasures, which are both a reflection of the person- 
ality of Frank A. Miller, the originator, planner, 
builder and owner. Both are the consummation of an 
ideal and the realization of a dream. 

Among the Inn’s many points of interest can be 
enumerated the Cloister music room, the Cloister 
walk or El Camino Real, the Spanish court, the Gal- 
leria, the art gallery, baptismal chapel, pontifical court, 
garden of the bells, the oriental rooms such as the 
Pagoda room, Fuji-Kan or treasure house, Lodge of 
the Samurai, and many others. The Spanish and 
oriental collections are probably the finest in America. 

Words fail to describe this famous Inn and the 
treasures contained in its two and one-half acres of 
buildings. It must be seen to be appreciated. 

In addition to the Inn, Riverside and its environs 
hold much that is unique and interesting: Mount Rubi- 
doux, Sherman Institute Indian School, March Field 
United States Aviation Bombing Base, the University 
of California, graduate and research school of sub- 
tropical agriculture, the beautiful valley with miles of 
boulevards tracing their way through thousands of 
acres of orange and lemon groves. The Victoria golf 
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course is one of the best in the country, and it will 
be placed at the disposal of golf enthusiasts. For 
those who care to range wider afield, Palm Springs, 
the desert date gardens, Arrowhead Lake, etc., offer 
many unique pleasures. 





Mission Inn 


The Riverside County Medical Society invites all 
members of the California Medical Association and 
their guests to Riverside and assures all who come a 
happy unusual experience and unique entertainment 
features which will dispel any fatigue resultant upon 
close attendance to the scientific programs. 


* * * 


Railroad Transportation to Riverside—Annual Ses- 
sion (April 30 to May 3, 1934).—Buy through ticket 
to Riverside on Sunset Limited, Sunday, April 29. If 
twenty-five or more passengers on the Sunday night 
Limited hold Riverside tickets, special electric trains 
to Riverside will connect at the Southern Pacific depot 
in Los Angeles, to take passengers direct to Riverside. 
The Sunset Limited leaves San Francisco at 6:45 p. m. 
and reaches Los Angeles at 8:15 a. m. 

The Lark and Padre arrive too late to permit attend- 
ance at the opening of the Monday general session. 

3uy your ticket direct to Riverside, via Los Angeles, 
on Sunset Limited. Round trip, $21.10. 


* * * 


Microscopic Pathology and the Radiology Diag- 
nostic Conferences.—The same privilege will be ex- 
tended to members going to Riverside on the Sunset 
Limited, Saturday, April 28, as to those going by the 
same train on Sunday, April 29. 


a ae 


Hotel Rates for Annual Session 
April 30 to May 3, 1934 
MISSION INN, CONVENTION HEADQUARTERS 
American Plan 


Single rooms without bath, $6 per day. 
Single room with bath, $8 per day. 
Double room without bath, $11 per day. 
Double room with bath, $13 per day. 
























































































































































Other Riverside Hotels 
European Plan 


Reynolds Hotel—One Hundred Rooms 


Single rooms without bath, $1.50. 
Single rooms with bath, $2.50. 
Double rooms without bath, $2.50. 
Double rooms with bath, $3.50. 


Tetley Hotel—One Hundred Rooms 

rooms without bath, $1 and $1.50. 
Single rooms with bath, $1.50 and $2. 
Double rooms without bath, $1.50 and $2. 
Double rooms with bath, $2 and $3. 


Single 


Plaza Hotel*—Forty-Two Rooms 


Single rooms without bath, $1. 
Single rooms with bath, $2 and $2.50. 
Double rooms without bath, $1.50. 
Double rooms with bath, $3. 


Potter Hotel—Twenty-Six Rooms 
Single rooms with bath, $2 and $2.50. 
Double rooms with bath, $3 (garage included). 


Warrington Hotel—Twenty-Eight Rooms 


Single rooms without bath, $1. 
Single rooms with bath, $1.50. 
Double rooms with bath, $2.50. 


Aureau Vista Hotel—Twenty Rooms 


Single rooms with bath, $1.50 and $2.50. 
Double rooms with bath (twin beds), $2 and $3.50. 


Victoria Hotel—Twenty Rooms 


Single rooms without bath, $1. 

Single rooms with bath, $2. 

Double rooms without bath, $2. 
Double rooms with bath, $2 and $3.50. 


* * * 


Committee on Scientific Exhibits.— To stimulate 
greater interest in the scientific exhibit at the annual 
session, a special committee has been appointed by 
the Council: William J. Kerr, M. D., Lyell C. Kinney, 
M. D., Frederick Leet Reichert, M. D., Ernest M. Hall, 
M.D., and Elbridge Best, M. D., chairman. 


* + * 


Scientific Exhibits—Those who are interested in 
planning a scientific exhibit at the Riverside meeting 
should apply for space to the Committee on Scientific 
Exhibits through the State Association office, room 
2004, 450 Sutter Street, San Francisco, before the first 
of March, 1934. 


In making application give title and description of 
exhibit with an estimated amount of floor and/or wall 
space required. 

* * * 


Councilor Appointment.—At the two hundred and 
twenty-first meeting of the Council, held in San Fran- 
cisco January 20, 1934, Dr. Harry H. Wilson of Los 
Angeles was elected a councilor to fill the vacancy 
caused by the death of Dr. George G. Hunter. 


* Connecting rooms with bath, deduct 50 cents from rate 
of two rooms. Suites available for parties of three and 
four. 
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COUNCIL MINUTES 


Minutes of the Two Hundred and Twentieth 
Meeting of the Council of the California 
Medical Association 


The following minutes were approved by the Council 
at its two hundred and twenty-first meeting, held at San 
Francisco, January 20, 1934. 


Held at the home of Dr. Edward M. Pallette, Los 
Angeles, California, Saturday, September 30, 1933, at 
9:30 a. m. 

Present.—Doctors George G. Reinle, president; 
Clarence G. Toland, president-elect; Edward M. Pal- 
lette, Speaker; and Councilors William W. Roblee, 
Carl R. Howson, Henry J. Ullmann, Fred R. DeLappe, 
Alfred L. Phillips, Karl L. Schaupp, chairman of 
the Executive Committee; O. D. Hamlin, Henry S. 
Rogers, George G. Hunter, C. O. Tanner, Morton R. 
Gibbons, T. Henshaw Kelly, chairman of the Council; 
C. A. Dukes, chairman Committee on Public Rela- 
tions; George H. Kress, editor; Emma W. Pope, sec 
retary; Walter M. Dickie, director; and General Coun- 
sel Hartley I’. Peart. 

Absent.—Doctors C. E. 
and Junius B. Harris. 

1. Call to Order.—The meeting was called to order 
by the chairman, T. Henshaw Kelly. 

2. Minutes of the Council.—The chairman stated 
that copies of the minutes of the two hundred and 
nineteenth meeting of the Council had been mailed 
to all councilors, and if there were no further dis- 
cussion he would entertain a motion for their approval. 


Schoff, William H. Kiger 


Action by the Council.—On motion of Gibbons, sec- 
onded by Hunter, and unanimously carried, the fol- 
lowing resolution was adopted: 

Resolved, That the minutes of the two hundred and 
nineteenth meeting of the Council be approved. 

3. Minutes of the Executive Committee.—The min- 
utes of the one hundred and thirty-eighth meeting of 
the Executive Committee were presented. The chair- 
man stated that the important item in these minutes 
was the program of the Federal Relief Administration 
for the home care of the unemployed on federal relief 
and that discussion of this item would be had later 
in the meeting. 

Action by the Council.—On motion of Kress, sec- 
onded by Ullmann, and unanimously carried, the fol- 
lowing resolution was adopted: 

Resolved, That the minutes of the one hundred and 
thirty-eighth meeting of the Executive Committee be 
approved. 

4. Financial Statements.—Financial statements for 
the months of July and August, 1933, were presented 
by the secretary and approved by the Council. 

5. Retired Membership.—Requests for retired mem 
bership were presented from San Diego County Medi- 
cal Society for Frances M. Allen, M. D., and Henry 
Parker Newman, M.D.; from San Francisco County 
for Ruth Siebe, M. D.; and from San Joaquin County 
for William B. March, M.D. Membership data cover- 
ing each of the requests was presented. 

Action by the Council.—On motion of Schaupp, sec- 
onded by Gibbons, and unanimously carried, the fol- 
lowing resolution was adopted: 

Resolved, That retired membership in the California 
Medical Association be granted Frances M. Allen, 
M. D., San Diego, and Henry Parker Newman, M.D., 
San Diego, members of the San Diego County Medi- 
cal Society; Elizabeth Siebe, M.D., San Francisco, 
member of the San Francisco County Medical Society, 
and William B. March, M.D., Burson, member of the 
San Joaquin County Medical Society. 

6. Humboldt County Medical Society.—A_ report 
on the membership of the Humboldt County Medical 
Society was submitted by the secretary. 

7. Reinstatement of Members.—In accordance with 
Chapter II, Section 2, of the Constitution, the secre- 
tary presented a list of members whose memberships 






February, 1934 


had lapsed on account of failure to pay annual assess- 
ments by April 1. Doctor Pope stated that the dues 
of these members had been forwarded to the State As- 
sociation by component county secretaries. 


Action by the Council—On motion of Ullmann, 
seconded by Gibbons, and unanimously carried, the 
following resolution was adopted: 

Resolved, That all members of the California Medi- 
cal Association who have been reinstated by compo- 
nent county medical societies since April 1, 1933, be 
reinstated to good standing in the California Medical 
Association. 

8. Annual Session.—The secretary stated that the 
Committee on Scientific Work had met September 10 
and decided on the general outline of the program of 
the annual session and had approved invitations to 
three guest speakers. The three-day session approved 
by the Council at the last annual session permitted 
but three general meetings, two of which would be on 
medical economics if the president’s wish that the first 
meeting be devoted to that subject be granted and the 
Committee on Public Relations holds another general 
meeting on the same topic. It was considered inad- 
visable to place three guest speakers on the third two- 
hour general session. 

After full discussion the Council reversed its former 
action and ruled that a four-day session be held as 
heretofore; that the first general meeting be one on 
Medical Economics and that the president be em- 
powered to invite one or two speakers; that the gen- 
eral meeting on Tuesday be one on scientific medicine 
with two guest speakers; that the Committee on Pub- 
lic Relations be given the third general meeting on 
Wednesday; and that the Thursday morning meeting 
be made the most interesting meeting of the session 
and be devoted to a general symposium where an 
invited guest would speak on a symposium of general 
interest. 

Action by the Council.—On motion of Hunter, sec- 
onded by Ullmann, the following resolution was 
adopted: 

Resolved, That invitations to five guest speakers be 
authorized, provided that two guest speakers on topics 
of medical economics address the Association. 


*9, (See footnote.) 


10. County Institutions Commission.—Doctor Reinle 
and Mr. Peart discussed the advantages of a county 
institutions commission in relation to county hospitals. 
It was pointed out that Alameda, Sacramento, San 
Diego and San Bernardino counties now had such 
commissions and that an effort should be made to 
establish such commissions in all counties. 


Doctor Reinle suggested that a committee outline 
to all the component county societies the advantages 
of the establishment of a county institutions com- 
mission, 


Action by the Council—On motion of Ullmann, 
seconded by Kress, and unanimously carried, the fol- 
lowing resolution was adopted: 

Resolved, That the railway fare and hotel bill of a 
necessary number of speakers on county institutions 
commissions be paid by the Association. 


. Activities of Association.—Dr. William Roblee 
nee that district councilors be instructed to con- 
tact their various county societies and give the mem- 
bers talks on “What the Member Gets for His 
Money,” outlining the work of the legal department, 
the Committee on Public Relations, the Department 
of Public Relations the financial set-up of the Associa- 
tion, etc. 

The secretary was instructed to collect from the 
Association office, from the chairman of the Com- 
mittee on Public Relations, from the president, from 
the chairman of the Committee on Public Policy and 
Legislation, the Department of Public Relations and 
the General Counsel information regarding the activi- 


* Note:—Minute reters to a 
eration by the Council. 
time by 


consid- 
in due 


matter still under 
Publication will be made 


Council secretary. 
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ties of these departments and committees and to fur- 
nish, prior to November 15, 1933, a digest of same 
to all councilors. District councilors were instructed 
to speak before each component county society of 
their district on “What the Member Gets for His 
Money.” 


12. Publicity—The chairman of the Committee on 
Public Relations gave a brief outline of the plan for 
releasing publicity through the Associated Press by 
means of short articles on topics of medical interest 
to the laity. 

13. Medical Service Plans.—(a) Fresno County—The 
general counsel stated that he had been assisting 
Fresno County Society in the amendment of its Con- 
stitution and By-Laws to permit the adoption of a 
hospital service plan and that the amendments had 
been adopted and that the Fresno County Society was 
now awaiting the further development of the Alameda 
County Medical Society Plan. 

(b) San Diego County—The general counsel stated 
that from letters received it appeared that San Diego 
County was not at present interested in going ahead 
with a hospital plan. 





(c) Alameda County.——The general counsel read a 
letter from the secretary of the Alameda County 
Medical Association and delivered duplicate thereof 
to Doctor Dickie, Director of Public Relations for the 
Committee on Public Relations. 

The letter to the Council was then read by the 
general counsel and filed with the secretary. The 
general counsel stated that he had been informed by 
the secretary of the Alameda County Medical Asso- 
ciation that the Council of that component county so- 
ciety was anxious to secure approval of its proposed 
hospital service plan with related limited diagnostic 
laboratory, pathological laboratory and roentgenologi- 
cal laboratory medical service; that he had brought 
with him forms of various papers for discussion. 

Discussion was then had of the proposed plan, in- 
cluding that portion of the limited diagnostic medical 
service providing for the furnishing to the hospital 
beneficiaries of said diagnostic service, both in and out 
of the hospital. 

Action by the Council—On motion of Ullmann, 
seconded by Schaupp, and unanimously carried, the 
following resolution was adopted: 

Resolved, That laboratory service under any hos- 
pital service plan (including roentgen diagnostic 
laboratories and clinical diagnostic laboratories) be 
confined to hospitalized patients. 

Action by the Council—On motion of Ullmann, 
seconded by Gibbons, and carried, the following reso- 
lution was adopted: 

Resolved, That the Council recognizes roentgenolo- 
gists and other doctors of medicine specializing in 
pathology and clinical laboratory diagnostic methods 
as consultants and not technicians. 

Action by the Council——On motion of Ullmann, 
seconded by Gibbons, and carried, the following reso- 
lution was adopted: 

Resolved, That the foregoing résolution be pub- 
lished in the JourNat. 

Doctor Dickie, director of the Department of Public 
Relations, was then asked whether his committee had 
passed upon the hospital service plan and the accom- 
panying limited diagnostic service plan of the Alameda 
County Medical Association. Doctor Dickie advised 
that the form had not yet been filed with the commit- 
tee and that no action had therefore as yet been taken. 

_On the suggestion of the chairman, the action of the 
Council heretofore taken authorizing the Executive 
Committee to act in the place and stead of the Coun- 
cil in the matter of consideration and action upon any 
hospital and medical service plans proposed by any 
component county medical societies was affirmed. 


14. Corporate Practice of Medicine.—Doctor UII- 
mann stated that he believed the Council should clarify 
the relationship of x-ray and laboratory men in hos- 
pitals so that in all cases their practice would conform 
to the legal requirements regulating the practice of 
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medicine, which prohibits corporate practice. Doctor 
Ullmann then stated that the roentgenologist is a con- 
sultant; that the hospital furnishes the equipment and 
that it is entitled to a fair return on its investment, 
rental of actual expense involved in janitor 
service, lighting, etc., and obsolescence of equipment. 

Action by the Council—On motion of Ullmann, 
seconded by Toland and unanimously carried, the fol- 
lowing resolution was adopted: 

Whereas, and other doctors of 
medicine in charge of roentgen and pathological lab- 
oratories are consultants in medicine and not techni- 
cians in that they make reports of their interpretations 
of the results of the examination; and 

Whereas, Such reports are as much a part of the 
practice of medicine as the interpretation of the results 
of a physical examination; and 


space, 


Roentgenologists 


Whereas, It is the practice in many hospitals and 
other institutions to employ roentgenologists and 
pathologists to render such medical service for which 
the hospital collects a fee and profits financially 
thereby; and 

Whereas, Such practice of selling or furnishing 
medical and surgical consultation to hospitals or other 
corporations is contrary to the laws of the State of 
California and the principles of the California Medical 
Association; therefore, be it 9 

Resolved, That the Council of the California Medi- 
cal Association deprecates such practice and recom 
mends that as soon as practicable, hospitals and other 
institutions make such arrangements with their at- 
tending roentgenologists and pathologists that they 
shall be in every way on the same financial status as 
the other members of the staff and that the Depart- 
ment of Public Relations start negotiations to bring 
this about. 

The chairman of the Council requested the secretary 
to read the resolution adopted by the House of Dele- 
yates at the 1933 annual session at Del Monte in- 
structing the Council to take such action as it deems 
advisable to follow up the ruling of the Blake decision 
on the corporate practice of medicine. 

After discussion in which Mr. Peart and Mr. 
Morrow were asked for opinion, on motion of Hunter, 
seconded by Ullmann and unanimously carried, the 
following resolution was adopted: 

Resolved, That the legal department be instructed 
to prepare and submit a brief on the corporate prac- 
tice of medicine and the legal remedies applicable, and 
that the Executive Committee be given power to act. 

15. Emergency Relief Program.—The chairman ex- 
plained the action taken by the Association in rela- 
tion to the home care of the unemployed on federal 
emergency relief as embodied in the minutes of the 
one hundred and thirty-eighth meeting of the Execu- 
tive Committee. Doctor Kelly stated that the Emer- 
gency Relief Administration had now asked for assist- 
ance in setting fees tor office visits involved in the 
care of the unemployed on federal emergency relief 
in communities where no clinics were located and 
where patients would have to be cared for in the phy- 
sician’s offices. 

Action by the Council—On motion of Kress, sec- 

onded by Gibbons, and unanimously carried, the fol- 
lowing resolution was adopted: 
Resolved, That this matter be referred to the Spe- 
cial Committee appointed at the hundred and 
thirty-eighth meeting of the Committee, 
with power to act. 

16. Book List.—The Director of the Department of 
Public Relations stated that in accordance with the 
Council’s instructions, he had prepared a list of books 
of medical interest and had circularized the larger 
libraries of the State and had ascertained that the 
majority of the books listed were found to be already 
on the library shelves. It was pointed out that the 
Committee on Public Relations intended to contact 
the county societies with a view of inspiring interest 
in having local libraries place good medical books on 
their shelves. 
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17. Membership Campaign.—l*ollowing instruction 
of the Council at its last meeting that the director 
of the Public Relations Department conduct a mem- 
bership campaign, the director submitted a chart on 
a survey made by the department of physicians and 
surgeons licensed in California, with the exception of 
Alameda, San Francisco, and Los Angeles counties. 
Doctor Dickie stated that the present membership of 
the Association represented approximately 68 per cent 
of eligible physicians and surgeons in California. 
Doctor Dickie stated that independent membership 
campaigns were being carried on in San Francisco, 
Alameda, and Los Angeles counties and that his sur- 
vey did not include these counties. He stated that an 


active membership campaign would be begun after 
further report on eligible new members. 
18. Lay Education on Cancer.—A letter was read 


from the secretary of the Cancer Commission stating 
that the Commission felt that the time was ripe for 
undertaking lay education on cancer by the California 
Medical Association, through the appointment of local 
committees in each county society to represent the 
Cancer Commission in this campaign. 

Action by the Council—On motion of Ullmann, 
seconded by Schaupp, and unanimously carried, the 
following resolution was adopted: 

Resolved, That the request of the Cancer Com- 
mission in re lay education on cancer be granted. 

19. Hospital Facilities——A letter was read from Mr. 
sen H. Read, secretary of the Public Health League 
of California relating to the use of funds of the Emer- 
gency Relief Administration in the construction of 
hospitals. 

It was suggested that Mr. Read’s railroad 
paid if work were done in this connection, 

Action by the Council—On motion of DeLappe, 
seconded by Phillips, and carried, the following reso 
lution was adopted: 

Resolved, That the letter be referred to the Execu- 
tive Committee with power to act. 

20. Contributions.—Letters from Lane and Barlow 
Medical Libraries and the Woman’s Auxiliary ex- 
pressing appreciation of the donations of the Associ- 
ation were read and ordered placed on file. 

21. San Joaquin County Society Medical Problems 
Group.—The report of the Committee on Social Prob- 
lems of the San Joaquin County Society was presented 
and the editor stated that a request for publication in 
the JourNAL had been received. 

It was the sense of the Council that copy of the 
report be sent to each councilor with a request that 
he read the report and vote on the desirability of pub- 
lication in the JOURNAL, 

22. Roeontgenologists’ Code.—It was brought to 
the attention of the Council that lay laboratories in 
Angeles had proposed a code of laboratories, 
which had been approved by the director of the De 
partment of Industrial Relations. 

Action by the Council—On motion of Ullmann, 


duly seconded, and carried, the following resolution 
was adopted: 


fare be 


Los 


Resolved, That the chairman of the Council and the 
general counsel be directed to assist Mr. Morrow and 
the Los Angeles County Medical Association in ob- 
jecting to such proposed code. 

23. Date of Council Meeting.—The secretary stated 
that a meeting of The Trustees Of The California 
Medical Association would be held at San Francisco 
on January 20 in accordance with constitutional pro- 
vision. 

Action by the Council.—On motion of Pallette, sec 
onded by DeLappe and unanimously carried, the fol- 
lowing resolution was adopted: ; 

Resolved, That the next meeting of the Council 
be held at San Francisco on Saturday, January 20, 
1934. ; 

24. Adjournment.—There being no further business, 
the meeting adjourned. 


a HENSHAW Ke tty, M. D., Chairman. 
Emma W. Pope, Secretary. 
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EXECUTIVE COMMITTEE* 


Digest of the Minutes of the One Hundred and 
Thirty-Ninth Meeting of the Executive 
Committee 


1. Roll Call.—AlIl members present. 

2. Financial Statements.—l*inancial statements for 
October and November, 1933, presented and approved. 

3. Budget.— Executive Committee authorized prepa- 
ration of a budget by Auditing Committee for presen- 
tation to Council based on expenses of 1933; such 
budget to include an allowance for special legal ex- 
pense and an allocation to the Department of Public 
Relations to cover its expenses and the contemplated 
expenses of the Committee on Public Policy and 
Legislation. 

4. Public Health League of California.—Letter from 
secretary of Dental Association read and reply au- 
thorized. 

5. Committee on Public Policy and Legislation. 
Information regarding work by committee discussed 
and allocation for clerical and other expenses allowed 
chairman. 

6. Advertising in California and Western Medicine. 
Secretary presented report showing some improve- 
ment in total of advertising in JOURNAL. 

7. Southern California Advertising Agent.—General 
counsel authorized to draw contract with certain pro- 
visions for submission to Council of California Medi- 
cal Association and Mr. Adam Guttman. 


8. Annual Session.—Report by secretary on invited 


guest speakers. Decision that section meetings be 
held as formerly on Thursday morning, May 3, 1934. 
9. Amendments to Constitution of Auxiliary.—Com- 


mittee of three appointed to review and submit report 
to Council. 

10. Reprints.— Request 
purchase of reprints of 
denied. 

11. Publication of Report of San Joaquin Commit- 
tee on Social Problems.—Report submitted to com- 
mittee for revision and deletion before submission to 
editor. 

12. Corporate Practice.—Report by general counsel 
on problems involved and on action brought by State 
sar in Superior Court of Los Angeles against Security 
First National Bank. Mimeographed copies of com- 
plaint authorized sent to councilors. 

13. Compensation Cases.—Reply of Mr. Morrow to 
letter of Pasadena physician who questioned legality 
of care of City of Pasadena compensation patients 
in City Hospital presented. Letter approved by com- 
mittee with suggestion that emphasis and reiteration 
be laid on certain points. 

14. County Hospital Service Plans.—Alameda—Ke- 
port on approval of mail ballot of Committee on Pub- 
lic Relations and Council on Alameda plans. A few 
revisions suggested and referred to general counsel 
for consideration and inclusion. 

Santa Clara—Letter from Doctor Schmitt of Santa 
Clara requesting assistance of legal counsel presented. 
Resolution passed that Executive Committee cannot 
consider furnishing legal counsel to any county so- 
ciety until such time as all the requirements for the 
preliminary steps for the development of such a plan 
have been complied with. 

15. State Emergency Relief.—Report by Doctor 
Kelly on changes in situation since organization of 
Civil Works Administration. Fuller report authorized 
sent county societies as soon as Administration fur- 
nishes definite information. 


for financial assistance in 
Special Committee Report 


16. Correspondence.—Letter regarding private prac- 
tice of physicians in active service in Navy referred 
to component county society. 

* For the information of members, digests or summaries 
of the minutes of the Executive Committee meetings . 


compiled for publication in CALIFORNIA AND WESTERN 
MEDICINE. 
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17. Appeal.—Appeal of R. F. Rohlfing from action 
of Board of Councilors of Los Angeles County Medi- 
cal Association set for 11 a. m. January 20, 1934. 

18. Drug Act.—Recommendation to component 
county societies that earnest support be given pro- 
posed federal and state legislation which aims to pre- 
vent mislabeling, misbranding and/or false advertis- 
ing of drugs, drug products and their therapeutic 
properties, 

19. Adjournment. 


COMPONENT COUNTY MEDICAL 
SOCIETIES 


CONTRA COSTA COUNTY 


Following the custom of several years past, the De- 
cember meeting of Contra County Medical 
Society was the annual party. 

This year it was a dinner-dance held on the eve- 
ning of December 16 at the Berkeley Country Club. 
Effective holiday decorations and soft candlelight made 
the tables attractive; excellent music by a_ six-piece 
orchestra afforded splendid dancing; and the solo and 
duet dances by a Spanish dance team added to the 
pleasure of the evening. 

Much credit and our thanks are due to Dr. 
Daily, who ably arranged a_ thoroughly 
party. 

In the course of the evening the new officers for 
the coming year were introduced, with brief remarks, 
by Dr. L. H. Fraser, the retiring president. 

The year 1933 was a very successful one—profitable, 
pleasant, and progressive. And we wish here to ex 
press our thanks to Dr. L. H. Fraser who, as presi- 
dent, served most capably, and to the various com- 
mittee members who gave most generously of their 
time and talents. 

The attendance was thirty-nine, and 
was unanimous that our annual 
unqualified success. 


Costa 


Kaho 
delightful 


the opinion 
social event was an 
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The first regular monthly meeting of the Contra 
Costa County Medical Society for the new year was 
held on Tuesday, January 9 at the Hotel Carquinez, 
Richmond. 

The meeting was called to 
Stauffer, president, at 8:40 p. m. 

The guest speaker of the evening was Dr. Fred H. 
Kruse of San Francisco, who most ably presented his 
paper on Functional Disturbances of the Colon. It was 
a subject of real interest, and set an excellent example 
for the scientific programs for the year. 

Several communications were read. 

* * * 


order by Dr. Melvin 


Resolution on the death of Dr. St. John Hely was 
read by the secretary, and passed unanimously by the 
members. 

Wuereas, It has been our misfortune to lose, through 
death, one of our confréres, Dr. Levi St. John Hely, 
who was a member of the Contra Costa County Medi- 
cal Society from 1918 up to and including 1932, and 
who served the society in the capacity of secretary 
from midyear 1921 through 1922-1925, and who was 
president of the society during the years of 1928 and 
1929; and 

Wuereas, God, in His infinite wisdom saw fit to 
remove him from earthly activity on December 19, 
1933; now, therefore, be it 

Resolved, That the members of the Contra Costa 
County Medical Society do hereby extend to his be- 
loved wife the full measure of our deep sympathy, and 
wish it spread upon the records of the society that he 
be remembered as an honorary member thereof. 

> nee 


Dr. L. H. Fraser read a letter from the Taxpayers’ 
Association, addressed to Dr. McCullough, relative to 
the County Hospital activity and investigation. No 
request was made for action. Doctor Fraser stated 
that it was read for the sole purpose of keeping mem- 
bers informed of what was occurring along this line. 
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Doctor Stauffer announced the standing committees 
for the year 1934. 

The following program schedule was announced by 
Doctor Stauffer: 

February at Richmond. 
man for the evening. 

March at Martinez. Dr. H. G. Ford, chairman. 

April at Richmond. Dr. S. N. Weil, chairman. 

May at Pittsburg. Committee of Doctors Claude 
Kerns and Selby Marks. 

June at Richmond. Dr. H. L. Carpenter, chairman. 

July and August, vacation months. 

September at Richmond or Antioch. Dr. 
Nevius, chairman. 

October at Crockett. 
man, 

November at Richmond. 

December, the annual 
chairman. 

The meeting was adjourned at 10:40 p.m., after 
which the usual buffet supper was served, affording 
the members another delightful hour for the exchange 
of pleasantries. Ciara H. Sparpine, Secretary. 


Dr. J. B. Spalding, chair- 


Fred 
Dr. Christopher Leggo, chair- 


Annual business meeting. 
party. Dr. L. H. Fraser, 
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HUMBOLDT COUNTY 


The December meeting of the Humboldt County 
Medical Society was one of the best and most inter- 
esting meetings that has been had. 

Through Dr. Purlenky, Dr. A. R. Kilgore, secre- 
tary of the Cancer Commission, was invited to bring 
several speakers to present A Clinic and Program on 
Cancer. 

Doctors Kilgore, Dukes, 
arrived in Scotia early 
shown through the 


Bolin, and Rodenbaugh 
Monday morning and were 
Pacific Lumber Company by 
Doctor Cottrell. Driving on to Eureka and arriving 
at 10 o'clock, the morning was spent in showing 
pathological slides, x-ray pictures and microscopical 
specimens. At noon the visitors were guests at the 
Rotary Club, when Doctor Dukes made a_ short 
address. 

In the afternoon the following papers were read: 
A Neglected But Important Field in Cancer Education 
by Charles A. Dukes; How Much Can a Surgeon Expect 
from a Pathologist by Zera E. Bolin; Diagnosis and 
Surgery of Breast Cancer by A. R. Kilgore; and X-Ray 
and Radium Treatment of Breast Cancer by F. H. 
Rodenbaugh. 

A duck dinner was served to thirty-five members, 
the ducks having been supplied by the president, Dr. 
Lane Falk. 

To show the interest in this meeting, twenty-six 
out of a membership of thirty-one were present for 
the entire day. Two came from Crescent city, one 
hundred miles awav; one from Garberville, seventy- 
five miles; three from Arcata; two from Scotia; two 
from Fortuna; and the rest from Eureka. Twelve 
county dentists spent the entire day with us. 

The visitors returned to San Francisco on the eve- 
ning train, feeling well repaid for their efforts. The 
members were one in giving a vote of thanks for the 
excellent program put on by the visiting doctors. 

Lawrence A. WING, Secretary. 


MONTEREY COUNTY 


The regular meeting of the Monterey County Medi- 
cal Society was held in Salinas at the Court House 
Annex on January 5. Officers for the new year were 
installed, and plans made for a professional group 
dinner and a committee appointed to get in touch with 
the lawyers and dentists of this county. It was 
thought that a cordial understanding of each other’s 
problems and a finer feeling could be established by 
getting better acquainted at these dinners. An inter- 
esting discussion was held on the policies for the new 
year, and plans were laid for an unusually attractive 
dinner and program to be held at the Hotel Del Monte 
on the night of February 2. 

The following members were present: Doctors A. A. 
Arehart, H. F. Dormody, H. L. Dormody, R. M. For- 
tier, W. M. Gratiot, S. W. Hastings, H. S. Hoyt, R. A. 
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Kocher, W. H. Lawler, J. A. Merrill, Garth Parker, 
E. W. Reeves, W. R. Reeves, Margaret Swergert, 
C. Wilson, R. A. Workman, C. Galligan, Jr., J. R. 
Gray, C. B. Gorham, and E. F. Kehr. 

W. H. Lawter, Secretary. 
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ORANGE COUNTY 


The forty-sixth annual banquet and installation of 
officers of the Orange County Medical Association 
was held at the Ebell Club in Santa Ana. 

During a delicious dinner of roast turkey, music was 
rendered through sound equipment, and later during 
the program the Santa Ana Junior College Quartet 
gave several excellent renditions. 

One of the past presidents, Dr. H. Miller Robert- 
son, acted as toastmaster, and Reverend Hydanus 
gave the invocation. Mrs. C. S. O’Toole, as retiring 
president of the Woman’s Auxiliary, gave an address 
on the Medical Auxiliary. Dr. W. S. Wallace, retiring 
president of the association, spoke briefly on Medical 
Economics. The invited guest speaker of the evening 
was Judge LeRoy Dawson of Los Angeles, who re- 
lated entertainingly many of his war experiences. 

The regular installation of officers followed. The 
officers inducted for the year 1934 were: President, 
Harry G. Huffman; vice-president, Ralph E. Hawes; 
secretary-treasurer, Waldo S. Wehrly; councilors, 
J. M. Burlew (1933-1935), D. R. Ball (1932-1934), 
F. Harold Gobar (1934-1936). 

Eighty-two members and their guests attended the 
annual dinner. Watpo S. WeuRLY, Secretary. 
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PLACER COUNTY 


The Placer County Medical Society held its annual 
meeting at the Freeman Hotel at Auburn Saturday 
evening, November 18, 1933. In the absence of the 
president and vice-president, Past-President Dr. J. 
Gordon Mackay presided. The meeting was honored 
by the following visitors: Doctors Charles A. Dukes 
of Oakland (chairman) and A. R. Kilgore of San 
Francisco (secretary) of the Cancer Commission of 
the California Medical Association, C. E. Schoff and 
Frank Scatena of Sacramento, Ira A. Wheeler of Col- 
fax, and H. N. March of Grass Valley. 

This being the annual meeting, election of officers 
was held, and the following were elected: President, 
L. B. Barnes of Newcastle; vice-president, Louis F. 
Jones of Roseville; secretary-treasurer, Robert A. 
Peers of Colfax. Delegate to the 1934 meeting, W. M. 
Miller of Auburn. Alternate, Robert A. Peers of 
Colfax. 


The reports of the secretary-treasurer were read 
and, on motion duly made and seconded, were ac- 
cepted. 


The following correspondence was read: 

A letter from Dr. A. R. Kilgore, secretary of the 
Cancer Commission of the California Medical Associ- 
ation, regarding public education relative to cancer 
and suggesting the formation of a committee. 

A letter from Doctor Hibben relative to special 
committee on physical therapy of the California Medi- 
cal Association. 

A letter from Dr. Walter M. Dickie, director of the 
Department of Public Relations of the California 
Medical Association, suggesting formation of a com- 
mittee to supervise the placing of medical books on 
the shelves of our public libraries. 

Dr. Walter W. Reed of Nevada City was elected to 
membership. 

The acting president called on Dr. C. E. 
councilor of the eighth district, and 
made a short address. 

Doctor Dukes then addressed the society upon Relief 
for the Cancer Derelict. He first outlined briefly the 
organization and work of the Alameda County Cancer 
Commission at the Highland Hospital, which has been 
conducted for the past three years. He stressed the 
advantage of such a clinic where the patient can have 
the advantage of the experience and services of the 


Schoff, 
Doctor Schoff 
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radiologist, the surgeon, the internist, and the spe- 
cialist. Doctor Dukes outlined the method of care of 
advanced cases of malignancy. He discussed also the 
change in attitude toward cancer by patients suffering 
from various types of this disease and explained how 
this attitude would continue to change as the pro- 
fession and the public are educated regarding cancer, 
its early symptoms, and its curability when recognized 
early and properly treated. Doctor Dukes presented 
a great number of extremely interesting lantern slides, 
showing the results of treatment in advanced cases of 
carcinoma. The good results obtained by treatment in 
the production of cures and of relief of symptoms 
were very clearly shown. 

Following Dr. Dukes’ address, Dr. A. R. Kilgore 
gave an address on Cancer—Diagnosis and Treatment. 
Doctor Kilgore first reviewed briefly the plan of the 
organization and purpose of the California Cancer 
Commission and showed clearly that the Cancer Com- 
mission studies so far have not only materially clari- 
fied our ideas of proper early treatment, bringing 
about closer agreement between surgeons, radiologists 
and other specialists, but have brought sharply to 
attention important points in cancer treatment still 
unsettled by the experience of the world. To illustrate, 
he discussed the report of the Committee on Breast 
Tumors: 

1. Diagnosis: All agree that an accidentally dis- 
covered painless lump is the most common onset 
symptom. The significance of bleeding from the 
nipple is not so generally agreed upon, but is accepted 
by most men as at least a sign of a precancerous papil- 
loma and sometimes of cancer. 

2. Exploration: It was agreed that every single defi- 
nite breast lump in adult life should be explored, re- 
gardless of clinical diagnosis; that determination of 
the presence of a lump is sufficient and examination 
should not be prolonged on account of the danger of 
increasing metastasis. 

3. Exploration of lumps should not be undertaken 
without preparation for immediate diagnosis, includ- 
ing frozen section facilities, since delay of radical oper- 
ation after removal of the lump materially reduces 
the chances of cure. 

4. Minimum extent of the radical operation includes 
breast, overlying skin, both pectorals, axillary gland- 
bearing fat, and the deep fascia from clavicle to ab- 
dominal rectus and sternum to latissimus in one piece. 

5. The radiotherapy problem is not yet settled. 
X-ray cannot replace operation, but the trend of opin- 
ion is to regard it as offering improvement of oper- 
ation results. Preoperative treatment is regarded at 
present as of more value than postoperative. All agree 
that the optimum time between treatment and oper- 
ation is still unknown. 

The discussion was opened by Doctor Schoff and 
Doctor Scatena of Sacramento. A general discussion 
by Doctors Atkinson, Dunievitz, Peers, Mackay, Lewis, 
Barnes, and Briner followed. The discussion was 
closed by Doctors Kilgore and Dukes. 

The secretary reminded the members that dues for 
1934 could now be paid at any time. 

Ropert A. Peers, Secretary. 
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SAN BERNARDINO COUNTY 


The meeting of the San Bernardino County Medi- 
cal Society, held at the County Charity Hospital in 
San Bernardino on Tuesday, January 2, was called to 
order by the president at 8 p. m. 

The application of Dr. Charles Clock was read and 
approved. 

The following resolution was read by the secretary: 

Reso.tvep, That the Executive Committee of the Cali- 
fornia Medical Association recommends to the com- 
ponent county societies that earnest support be given 
to proposed federal and state legislation which aims to 
prevent the mislabeling, misbranding and/or false ad- 
vertising of drugs and drug products and their thera- 
peutic properties. 

The following letter was read by the secretary be- 
fore being forwarded: 
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Mr. Edward Macauley, 

Engineer, Civil Works Administration, 
Fox Building, 

San Bernardino, California. 

Dear Mr. Macauley: The Council of the San Ber- 
nardino County Medical Society, acting for the San 
Bernardino County Medical Society, protest against the 
plan to treat employees injured on the CWA project 
by contract to individual physicians. 

The injured should be at liberty to be treated by 
their own physicians. 

If the Administration wishes to have the injured 
treated by a group which is under control and subject 
to discipline, members of the County Medical Society 
form such a group. 

Very sincerely yours, 
(Signed) Dr. E. J. Eytinge, 
Secretary. 


The superintendent of the County Charity Hospital 
spoke briefly of the ambulance situation. 

Dr. C. G. Hilliard, chairman of the Committee on 
Public Relations, summarized the proposed means of 
caring medically for the unemployed and transients. 

A motion was made by Doctor Hilliard, and sec- 
onded by Doctor Moor, that the president appoint a 
suitable committee of physicians, representing all sec- 
tions of the county, who shall act as advisory com- 
mittee to the lay committee charged with the adminis- 
tration of such care. That the secretary be directed 
to send every member all necessary information re- 
garding the proposed plan for medical care of the 
unemployed and shall give each member an oppor- 
tunity to state whether or not he wishes to engage in 
this work. 

A second motion was made by Doctor Hilliard, and 
seconded by Doctor Evans, that application for full- 
time position of visiting medical officer for transient 
camps be submitted to the secretary, to be in turn 
submitted to Mr. Maxwell, who is in charge of this 
branch. 

The physicians engaging in this work will care for 
camp cases chiefly in more distant camps. Those cases 
in camps easily available to adjacent physicians and 
such cases as require hospitalization or other care 
which cannot be given in camp will be referred to the 
nearest available private hospital and to the physician 
on the same panel as care for the unemployed. 

Doctor Hilliard then read the decision from the 
State Committee on Public Relations regarding medi- 
cal service corporations, which is as follows: 

“Principle three of the principles adopted by the 
Council of the California Medical Association states 
that sole control of any organization for medical serv- 
ice must be limited to the members of the profession.” 

The program of the evening was then entered upon. 
Dr. K. L. Dole, chief of the Orthopedic Section of the 
County Charity Hospital, presented three groups of 
cases: fractures, osteomyelitis, and poliomyelitis. Dis- 
cussion after each group was led by Doctor Babcock. 
In the absence of Doctor Taylor, Doctor Babcock 
with Doctor Trick presented a paper entitled Ortho- 
pedics as Applied to General Practice. Ullustrated with 
motion pictures. Discussion was opened by Dr. F. E. 
Clough. E. J. Eytince, Secretary. 
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SANTA BARBARA COUNTY 


The regular meeting of the Santa Barbara County 
Medical Society was held on November 13 in the 
3issell Auditorium of the Cottage Hospital. In the 
absence of President Geyman, Vice-president Mark- 
thaler presided. 

The speaker ‘of the evening was Dr. A. Moody, 
pathologist from St. Francis Hospital, San Francisco, 
who gave an extremely interesting and instructive 


paper on the Leukemias and Related Blood Disorders, 

with particular reference to the embryology of blood, 

illustrating his talk with a series of lantern slides. 
The paper was discussed by Doctors Evans, Koe- 

fod, Pierce, Stevens, Ullmann, Clark, and Koehler. 
The society then went into executive session. 
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Doctor Henderson reported for the Public Relations 
Committee as follows: 

“Some dissatisfaction having been expressed by 
members of the County Medical Society in regard 
to the well-baby clinics held by the Visiting Nurse 
Association in that some of the patients were not con- 
fined to the indigent class, the Visiting Nurse As- 
sociation agreed to submit a letter to the parents 
recommending that they see their attending physician. 
If he desired to continue on the case at a satisfactory 
fee, or referred the patient to some other physician 
at a satisfactory fee, the Visiting Nurse Association 
would not continue on the case. If the doctor indi- 
cated that he wanted to have no further connection 
with the case, the Visiting Nurse Association would 
then see that the patient was taken care of at its 
clinic.” 

After discussion by Doctors d’Alessio, Bakewell, and 
Freidell, it was moved by Bakewell, and seconded by 
Means, that the county society endorse the method 
proposed by the Visiting Nurse Association. 

Doctor McNamara then discussed certain phases of 
the income tax, and was informed by Acting President 
Markthaler that this whole subject was being investi- 
gated by the American Medical Association. 

Doctor Gray then reported for the Board of Cen- 
sors regarding the amendment to the constitution, and 
it was moved, seconded and carried, that his com 
mittee prepare an amendment to the by-laws, to be 
ready at the December meeting. 
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The regular meeting of the Santa Barbara County 
Medical Society was held on Monday, December 18, 
1933, at the Bissell Auditorium of the Cottage Hospi- 
tal, with President Milton J. Geyman presiding. 

Dr. John C. Ruddock of Los Angeles gave a talk on 
Peritoneoscopy and Mitral Disease, illustrated with lan- 
tern slides. This paper was extremely interesting, as 
Doctor Ruddock is opening an entirely new field in 
diagnostic methods. He was highly complimented by 
the membership for his pioneer work. ‘The paper was 
discussed by Dr. Clarence Toland, president-elect of 
the California Medical Association, and Dr. John Dar 
rell of Los Angeles and Doctors Robinson, Ullmann, 
grown and Pierce of Santa Barbara. 

The president then introduced Doctor Remmen of 
Glendale, president of the Public Health League, who 
gave a short résumé of the activities of the League. 
Further discussion of the League was entered into by 
Doctor Glenn Myers of Los Angeles and Mr. Ben 
Reed, secretary of the Public Health League of Cali- 
fornia. They brought out many of the activities of the 
League and emphasized the necessity for the doctors 
banding themselves together for their own mutual 
protection. 

Then followed a general discussion, and it was 
moved by Doctor Ullmann, and seconded and unani- 
mously carried, that the president appoint a com- 
mittee for a Public Health League membership drive. 

A communication from the Parent-Teacher Asso- 
ciation was read regarding typhoid inoculations, and 
after discussion it was moved, seconded and carried, 
that the publicity committee give out the following 
statement: “That typhoid inoculations will be given 
gratuitously by the Health Department to all indi- 
gents certified by any welfare organization, including 
the Parent-Teacher Association. All others should get 
in touch with their family physician, who will give 
these inoculations at a price satisfactory to the patient.” 

A communication from the Santa Barbara Chamber 
of Commerce was read asking for a donation toward 
a float in the tournament of roses at Pasadena, and 
it was moved, seconded and carried, that the secretary- 
treasurer forward a check for $10. 

The president announced that the Program Com- 
mittee would take care of the annual meeting. 
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The annual dinner meeting of the Santa Barbara 
County Medical Society was held at El Paso on Janu- 
ary 8. There were present at the banquet seventy- 
three doctors and eight members of the laity. 
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The usual program was reversed in that the busi- 
ness session was held immediately preceding the 
banquet. 

It was moved, seconded, and unanimously carried, 
that Dr. L. R. Ryan be elected an honorary member 
of the society. 

Ballots were then distributed for the election of 
officers. There were sixty-five ballots cast, and the 
following were elected officers for the ensuing year: 
President, E. L. Markthaler; vice-president, John Van 
Paing; vice-presidents-at-large, Jules Bertero and M. J. 
Duncan; secretary, W. H. Eaton. Delegates to State 
Society (two years), H. Freidell and R. Evans. Alter- 
nates to State Society, W. E. Johnson and E, J. Lamb. 
Council of Santa Barbara County Medical Society, 
O. C. Jones, E. K. Shelton, H. L. Schurmeier, H. E. 
Henderson, and E. L. Markthaler. 

During the interval between counting of the ballots 
and the beginning of the banquet, refreshments were 
served which were greatly enjoyed by all. The ban- 
quet was called to order by President Geyman, who 
announced the result of the election and introduced 
President-elect Markthaler. 

Doctor Markthaler called upon Doctor Henderson, 
chairman of the Public Relations Committee, for his 
report. It was then moved, seconded and unanimously 
carried, that the report be adopted. 

Doctor Johnson then moved, and it was seconded 
and unanimously carried, that the following resolution 
be adopted and that each member attach his signa- 
ture thereto: 

“In accordance with the recommendations of the 
Public Relations Committee accepted by the Santa 
Barbara County Medical Society in regular session 
January 8, 1934, to the effect that on and after March 1, 
1934, all free dispensary service furnished by members 
of said county medical society shall cease until ade- 
quate and satisfactory arrangements can be made 
between the County Board of Supervisors and the 
medical society, we, the undersigned, do hereby pledge 
ourselves to abide by this resolution.” For report of 
committee, see below. 

Dr. Markthaler then introduced Dr. Irving Wills as 
toastmaster, who called upon the following for re- 
marks: Assemblyman Bliss of Carpinteria, Senator 
Duval of Ventura, Senator Stow of Santa Barbara, 
Assemblyman McBride of Ventura, Supervisor Ste- 
vens, Mayor Nielson, and Thomas Storke, editor of 
the Santa Barbara Daily News. These speakers brought 
out the fact that the medical profession do not take 
sufficient interest in the passage of the various laws 
which affect their profession. The speakers were all 
insistent that the medical profession should let the 
legislatures know of their desires and what laws 
should be passed to benefit progressive medicine. 

Doctor Wills then introduced Superior Judge At- 
well Westwick, who gave an extremely interesting 
and comprehensive discourse on The Doctor in Court. 
He dwelt especially on criminals and their treatment 
and the lack of interest on the part of the medical pro- 
fession in their treatment, emphasizing the fact that 
they should be considered mentally sick and treated 
so that they might at least become partly self-support- 
ing, rather than confined in jails and penitentiaries at 
the public expense. WituiaM H. Eaton, Secretary. 

x * x 


Report.—For fifteen months the Public Relations 
Committee has been working on the subject of a 
centralized dispensary. After a thorough study and 
investigation a plan was worked out which has previ- 
ously been reported in detail to the society and ac- 
cepted by them. This plan correlated the activities 
of the two private hospitals, the City Health Depart- 
ment, the Welfare Department, the Visiting Nurse 
Association, and the medical society. 

At a recent meeting which the committee held with 
the County Board of Supervisors, the Mayor and the 
Council of Santa Barbara, the plan was explained to 
them in detail and after considerable discussion was 
rejected as impractical by the chairman of the board. 
His idea of caring for the ambulatory indigents is to 
contract with a small group of physicians who will 
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do all of the dispensary work for a small compensa- 
tion. This same group would also be the staff of the 
General Hospital. There would be no rotation of 
service and each individual would continue in the work 
as long as both parties to the contract were satisfied. 

From the medical standpoint, of course this idea 
seems to offer as little hope of success as any which 
has so far been presented. The fact remains that after 
fifteen months of continuous effort to do something 
constructive in regard to the dispensary work in Santa 
Barbara, the situation remains unchanged. 

The St. Francis Hospital has closed its dispensary 
because of lack of funds. The Cottage Hospital is 
staggering under an ever-increasing load of dispensary 
work. The suggestions of the medical society to an- 
ticipate this situation has received no support. 

It is, therefore, the recommendation of the Public 
Relations Committee that on and after the first day 
of March, 1934, free services in the city of Santa Bar- 
bara, furnished by members of this society,-shall cease 
unless adequate and satisfactory arrangements can be 
made with the Board of Supervisors. 

(Signed) Pustic ReLations CoMMITTEE. 


my} 
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SOLANO COUNTY 


The members of the Solano County Medical So- 
ciety, in conjunction with the Napa County Medical 
Society, held their regular monthly meeting on Janu- 
ary 10 at 8 p.m. in the Hotel Casa de Vallejo. The 
meeting was preceded by a dinner, at which about 
forty members and guests were present. 

Following the dinner, addresses were given on 
topics relative to the general interests of the Cali- 
fornia Medical Association by the following speakers: 
Dr. George G. Reinle of Oakland, president of the 
California Medical Association; Dr. W. Black, super- 
intendent of the Highland Hospital in Oakland; Doc- 
tors Dukes and Walter Dickie of Berkeley. The ad- 
dresses were well received and an interesting dis- 
cussion of the papers by the various members of the 
society followed. 

Special guests at the meeting were: Dr. G. Stice, 
superintendent of Napa State Hospital, and Dr. F. O. 
Butler, superintendent of the Sonoma State Home at 
Eldridge. 

The newly elected officers of the Solano County 
Medical Society for 1934 are: President, John W. 
Green of Vallejo; vice-president, Cary Snoddy of Val- 
lejo; secretary-treasurer, A. J. Ryan of Vallejo. Dele- 
gate to the state convention, P. B. Fry of Benicia. 
Alternate, Cary Snoddy of Vallejo. 

The next regular meeting of the Solano County 
Medical Society will be held at the Hotel Casa de 
Vallejo on Wednesday evening, February 14, at which 
time a symposium on Obstetrics will be held. 
Amprose J. Ryan, Secretary. 


VENTURA COUNTY 


The November meeting of the Ventura County 
Medical Society was held in the clinic building of the 
Ventura County Hospital on the 14th. The meeting 
was called to order at 8 p. m. by Doctor Hendricks. 


Members present were: Doctors Little, Illick, Shore, 
Hendricks, W. S. Clark, Charles Smolt, Homer, D. G. 
Clark, Coffey, Armitstead, Jones, and Felberbaum. 

Guests present were: Doctors Ullmann, Cody, Gron- 

hovd, Barker, Bradford, Reedie, and Kraushaar. 
_ A letter from Doctor Dickie was presented suggest- 
Ing a committee on education to contact librarians of 
various communities in regard to medical books on 
the library shelves. 

Doctors Smolt and Shore were appointed on Edu- 
cation Committee. 

A letter from the Aetna Life Insurance Company 
regarding group protective insurance was read and 
tabled. 

_ Following consideration of the above communica- 
tions, films on human cancer, cancer research and 
tissue culture were shown. 
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The December meeting of the Ventura County 
Medical Society was held in the clinic building of the 
Ventura County Hospital on the 12th. The meeting 
was called to order at 8 p. m. by Dr. F. Royal Hen- 
dricks. 

In addition to the members and speakers for the 
evening there were about twenty guests present. 
Members present were: Doctors Lillian Smolt, Drace, 
Achenbach, D. G. Clark, Rich, Armitstead, Hendricks, 
Coffey, Shore, Illick, Charles Smolt, W. S. Clark, 
Homer, and Felberbaum. 

Doctor Coffey, who was program chairman for the 
evening, introduced Doctor Remmen, president of the 
Public Health League of California. Doctors Remmen, 
Toland, Myers, Hales and Daniel, and Mr. Ben Read, 
all members of the Public Health League, talked on 
the benefits and plans of the Public Health League. 
Doctor Remmen also gave a talk on the San Fernando 
plan, and Doctor Myers gave a talk on the San Diego 
plan. 

A letter from the California Medical Association 
regarding the emergency relief work was read and 
discussed. The following committee was appointed 
to draw plans for emergency relief: Doctors Drace, 
D. G. Clark, Osborn, W. S. Clark, and Rey. 

The following officers were elected for 1934: Presi- 
dent, Charles Smolt of Ventura; vice-president, D. G. 
Clark of Santa Paula; secretary-treasurer, Fred A. 
Shore of Ventura; delegate, W. S. Clark of Ventura; 
alternate, Fred A. Shore of Ventura. 

WILLIAM FELBERBAUM, Secretary-Treasurer. 


CHANGES IN MEMBERSHIP 


New Members (12) 
Aitken, H. C. 


Alameda County.—H. C. Crockett, 
Richard Heinz. 

Los Angeles County—Frank Porter Miller. 

Placer County—Walker W. Reed. 

San Diego—M. B. Graybill, F. G. Lindemulder. 

San Francisco—Beverly Simpson. 

San Joaquin.—P. F. Dieffenbacher, B. W. Knopf. 

Santa Barbara—Edwin R. Kluss. 

Santa Cruz—RKeginald S. Rood. 


Transferred (1) 


H. A. Huenergardt, from Orange County to Ala- 
meda County. 





Su Memoriam 


Crummer, Leroy. Died January 2, 1934, age 62. 
Graduate of Northwestern University Medical School, 
1896. Licensed in California in 1929. Doctor Crummer 
was an honorary member of the Los Angeles County 
Medical Association, a former member of the Cali- 
fornia Medical Association, and a Fellow of the 
American Medical Association. 


* 


Hely, Levi St. John. Died December 19, 1933, age 
64. Graduate of the University of Michigan Medical 
School, Ann Arbor, 1899. Licensed in California in 
1901. Doctor Hely was a member of the Contra Costa 
County Medical Society, the California Medical As- 
sociation, and the American Medical Association. 


* 


Look, Halleck Hart. Died December 26, 1933, age 
72. Graduate of the Columbia University College of 
Physicians and Surgeons, New York, 1887. Licensed 
in California in 1890. Doctor Look was a member of 
the Sacramento County Medical Society, the Cali- 
fornia Medical Association, and a Fellow of the 
American Medical Association. 












































































































































































































































































































































OBITUARY 





Jule B. Frankenheimer 
1873-1934 







Dr. Jule Frankenheimer had no doubts, no fears. 
He needed no preparation for death. He had so lived 
that, when his call came, he was ready to meet his 
God. 


Born in Stockton in 1873, Dr. Jule Frankenheimer 
was 59 years old when seized with a sudden terminal 
heart attack; there was no suffering; they found him 
on the floor of his room at the Club in the early 
morning. 


Doctor Frankenheimer had made his wishes known 
to the kindly manager of the Argonaut Club: “No 
flowers, no funeral, cremation on the same day of my 
death.” The wishes of the doctor were carried out. 
Curiously, they conformed to the old Talmudic Law 
of burial before sundown on the day of death. 

Dr. Jule Frankenheimer leaves a fine record, first, 
in the schools of Stockton in his youth, next in Stan- 
ford University where he was graduated in the class 
of 96 in his young manhood, in Cooper Medical Col- 
lege where he obtained his degree in medicine, next 
as intern for one year in the City and County Hospi- 
tal of San Francisco, and later in Germany at Heidel- 
berg where he went in 1911 for a year’s study. He 
enlisted immediately on our entry in the Great War 
in 1917, in the Medical Department. He served over- 
seas and was discharged in 1919 as Major of the 
United States Medical Corps. 

On his return to San Francisco, he resumed the 
practice of medicine. Starting with a leaning toward 
surgery, it was at this period he became more inter- 
ested in internal medicine and lost interest in surgery. 
Diagnosis became his greatest interest. Latterly he 
reacted strongly against the too great mechanization 
of diagnosis. He believed that clinical findings were 
given too little weight. He won an honorable and dis- 
tinguished place as a clinical diagnostician. 

Dr. Jule Frankenheimer’s fine sense of honor, his 
justice in his dealings, won him universal admiration 
and respect. From 1905 to 1920 he held the position 
of directing physician and instructor in Cooper Medi- 
cal College. 

Dr. Jule Frankenheimer made friends and kept them 
through the years. A Stockton boy, Billy Harrelson, 
a schoolmate of bygone years, was his friend at Stan- 
ford. They played together on the ’95 Pioneer Class 
football team under Walter Camp. Numbered among 
his many friends and colleagues were: Ex-President 
Herbert Hoover, Herbert Fleishhacker, Ray Lyman 
Wilbur, president of Stanford University; Joseph L. 
Greenebaum, Dr. Houston, Dr. Morrow, Dr. Morton 
Gibbons, Dr. Annie G. Lyle, and Dr. Miller, who 
attended him. 

Dr. Jule Frankenheimer leaves two brothers, living 
in Stockton, Messrs. L. H. Frankenheimer and Sam 
Frankenheimer. 
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In 1931 President Herbert Hoover issued an invita- 
tion to his old Stanford colleagues on the 95 football 
team, of which Hoover was manager, to visit him in 
Washington for a “Huddle” dinner and _ breakfast. 
With one exception, every one of the team was 
present. The reunion of these men, who had become 
notable in the different walks of life, was a great joy 
which they expressed eloquently at a subsequent ban- 
quet given them by an old colleague of their class 
who happened to be in Washington at that time. 

Dr. Jule Frankenheimer felt that the practice of 
medicine was an ancient and honorable calling. He 
maintained throughout his whole professional career 
the highest standards. His code of ethics was of the 
highest. When toward the end he was dragging him- 
self to practice, suffering almost constant unbearable 
pain, he could not be persuaded to abandon his post. 
Finally, when pressed, he said, “What would some 
of my patients who are old and cannot pay do with- 
out me?” 

Dr. Jule Frankenheimer, honorable in all his deal- 
ings, punctilious in the payment of his obligations, 
owed nobody. His friends and his colleagues owe him 
great respect, which this article aims to pay him. 

Awnie G. Lyte, M. D. 


C.M. A. DEPARTMENT OF 
PUBLIC RELATIONS* 





Medical Bureau and Health Association Service of 
Pacific Northwest t 


The main purpose of the investigations of the Com- 
mittee on the Costs of Medical Care was to determine 
upon some method of caring for sickness of the low- 
wage earners who have been notoriously the most 
neglected in case of illness. Their solution of the 
problem was a modification of hospital insurance. Re- 
cently Dr. C. R. Rorem, assistant director of the 
medical service of Jules Rosenwald Foundation, has 
appeared before medical societies of the Pacific North- 
west for the purpose of elaborating this hospital insur- 
ance plan and explaining its proposed administration 
in accordance with the purposes of the committee. 
In brief, this plan centers in a hospital which makes 
contracts with the employers or the people themselves 
for the hospitalization of their sick and disabled em- 
ployees, provides drugs and all necessary equipment 
and care of the patients. Medical services are ren- 
dered by physicians apart from the hospital contracts. 
Ostensibly the patients have free choice of physicians. 
This selection, however, would rapidly become con- 
fined to the group of medical attendants aligned with 
the particular hospital. 


The chief criticism of this plan is that the set-up 
is controlled by laymen. With few exceptions hospi- 
tals are governed by boards entirely or largely com- 
posed of laymen, sometimes supplemented by a few 
physicians. Hence the situation may readily develop 
that supervision of the patients will not be assuredly 
under the care of the medical attendants. Nor can 
there be a certainty of the really free choice of phy- 
sicians by the patients. One can readily visualize a 
situation where the lay management may favor cer- 
tain ones of the medical group over others, thus vitiat- 
ing the alleged free choice. 

In contrast to this plan, that adopted by the pro- 
fession in Washington and Oregon deserves careful 
consideration, the medical service bureau in the former 
and health association in the latter. The basic princi- 
ples adopted and already in practice in the two states 
are the same, though the details differ in some re- 


* An open forum for progress notes on the department’s 
activities and for brief discussions on medical economics. 
Correspondence and suggestions invited. Address Walter 
M. Dickie, Room 2039, Four Fifty Sutter Street, San Fran- 
cisco. This column is conducted by the Director of the 
Department. 


t Reprinted from Northwest Medicine, December, 1933. 
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spects. Illustrating the advantages of this plan over 
that of hospital insurance, attention is directed to its 
execution now being carried on in Washington, while 
a similar illustration can be presented from Oregon. 
This displays a procedure to care for the employees 
with small incomes which in all its aspects is entirely 
under the control of the medical profession. In a 
given county the whole set-up is under supervision 
of the medical society, the physicians caring for the 
patients coming only from its members. The laymen 
who carry out the details relative to making the con- 
tracts with employers, collecting fees and paying bills, 
are in the employ of the medical bureau of the given 
medical society and the permanence of their employ- 
ment is at the discretion of the physicians who engage 
them. The selection of hospitals for the care of the 
patients, the purchase of drugs, the employment of 
specialists and special lines of treatment, are all under 
the control of the physicians themselves. 


Details for carrying out the necessary measures 
have been determined through very careful study and 
with attention to all available information. As time 
goes on, errors which may arise will be corrected with 
a purpose of giving careful and satisfactory attention 
to the sick who are under treatment. The essential 
feature of free choice of physicians is offered the 
patients in a manner which is more liberal than that 
of the hospital plan with a group attached to each 
hospital. He has a selection from any member who 
belongs to the bureau, under no restrictions from out- 
side influences. Recognizing that all physicians have 
not equal qualifications, the bureau has a medical di- 
rector with power of selection, who may supervise 
questionable treatment and the choice of attendants. 
Since the success of this plan depends upon its careful 
management by the physicians themselves, it is be- 
lieved that its actions will be administered with much 
more detailed supervision than could be possible under 
a plan such as that presented by the committee where 
its success depends upon a hospital under the direction 
of laymen who are not personally and directly con- 
nected with the care of the patients. Under the com- 
mittee plan the hospital is made the basic factor or 
predominant phase of the several integral parts which 
go to make up “medical care.” Under the bureau plan 
the physician is the predominating factor, and the 
medical profession believes this is preferable. The 
differences between these two plans are so vital, so far 
as the medical profession is concerned, that the con- 
trasting features are well worthy of careful study. 


THE WOMAN'S AUXILIARY TO 
THE CALIFORNIA MEDICAL 
ASSOCIATION * 


Component County Auxiliaries 


Los Angeles County—The annual meeting of the 
Woman’s Auxiliary to the Los Angeles County Medi- 
cal Association was held on Tuesday, December 19. 
in the Ebell Club banquet hall 


Luncheon was followed by a business meeting and 
election of officers. 


A very interesting talk was given on Neglected Re- 
Sponsibilities by Dr. Paul Popenoe, general director of 
the Institute of Family Relations. 


The spirit of Christmas was felt in the reading of 
‘On a Christmas Morning,” by Mrs. Charles W. 
Roadman. 


“As county auxiliaries to the Woman’s Auxiliary to the 
California Medical Association are formed, the names of 
their officers should be forwarded to Mrs. Thomas J. 
Clark, chairman of the Publicity and Publications Com- 
mittee, 40 Ross Circle, Oakland. Brief reports of county 
auxiliary meetings will be welcomed by Mrs. Clark and 
must be sent to her before publication takes place in this 
column. For lists of state and county officers, see adver- 
tising page 6. The Council of the California Medical As- 
sociation has instructed the editor to allocate one page in 
every issue for Woman’s Auxiliary notes. 


STATE MEDICAL ASSOCIATIONS 135 


The first board meeting in 1934 of the Woman’s 
Auxiliary to the Los Angeles County Medical As- 
sociation took place Thursday, January 4, 10 a.m., at 
the home of the president, Mrs. John V. Barrow. 


The new board for the ensuing year was seated as 
follows: President, Mrs. John V. Barrow; first vice- 
president, Mrs. Charles E. Futch; second vice-presi- 
dent, Mrs. Alvia Brockway; recording secretary, Mrs. 
Clifford Walker; treasurer, Mrs. Hans E. Schiffbauer; 
directors, Mesdames Mark Glaser, Carl R. Howson, 
William O. Leach, Edward M. Pallette, William A. 
Swim, Russell Todd Uhls. 


The members were all present, with the exception 
of Mrs. Russell Todd Uhls and Mrs. William O. 
Leach. 

It was decided that the president’s tea would be 
held on January 30, from 2:30 to 5 p.m. at the home 
of our president, Mrs. John V. Barrow, 142 South 
Windsor Boulevard, Los Angeles. Members of the 
board, Mesdames Charles E, Futch, Alvia Brockway, 
Clifford Walker, and Hans E. Schiffbauer, will be 
assistant hostesses. Mrs. Fred B. Clark will favor 
those present with vocal selections, and Mildred 
Schwuchow, with selections on the harp. 


The board will soon announce for the coming year 
an active program of interesting speakers and social 
events which will further the interest of the Auxiliary 
and the Medical Association. 


(Mrs.) Cuartes E. Furcn, 
First Vice-President. 
¢ 7 7 


Mendocino County—The Woman's Auxiliary to the 
Mendocino County Medical Society held its meeting 
on December 7 at Talmage. The county medical 
society held its meeting on the same evening, and both 
organizations were the guests of Dr. and Mrs. Ruggles 
A. Cushman at dinner. Following dinner the auxiliary 
held its business meeting and the installation of the 
officers for the next year. President, Mrs. Robert E. 
Gleason of Philo; president-elect, Mrs. H. H. Wolfe 
of Fort Bragg; secretary-treasurer, Mrs. Rudolph 
Toller of Talmage. 

Mrs. Henry Rogers, wife of the district councilor, 
was a guest of the auxiliary. A joint meeting with 
the physicians was held after the business meeting, 
the program being a discussion of early Mendocino 
County medical history. Mrs. Gleason led the dis- 
cussion, 

The auxiliary has a membership of fourteen, and 
nine were present. 
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Orange County—The home of Dr. and Mrs. John 
Wehrly was the meeting place of the December n eet- 
ing of the Woman’s Auxiliary to the Orange County 
Medical Association on the afternoon of December 5. 
The meeting was called to order by the president, 
Mrs. C. S. O’Toole. 

Unanimous thanks were bestowed upon Mrs. F. E. 
Coulter and Mrs. H. A. Johnston for the success of 
the musicale and tea given last month in the John- 
ston home. Both Mrs. Coulter and Mrs. Johnston re- 
sponded in their usual gracious manner. 

Mrs. Hiram Currey read the report of the Hygeia 
Committee as follows: 


“Quota set for Orange County by national Hygeia 
Committee was five. Our Hygeia Committee sent in 
sixteen subscriptions, seven of which were gifts from 
the auxiliary to branch libraries in the county. 

“Two hundred and thirteen letters to the Parent- 
Teacher Association, dentists, and doctors in the 
county were mailed, but only five new subscriptions 
were received. The committee recommended the fol- 
lowing suggestions for the coming year: 

“1. Reach the goal of five subscriptions set for 
Orange County again this year. 

“2. Send representative to the Medical Association 
meeting to obtain subscriptions and renewals. 





























“3. Secure as many members as possible to be sub- 
scribers. 

“4. Be boosters of this excellent periodical, Hygeia.” 

“Election of new officers to carry on the work of 
the organization for the coming year followed. Mrs. 
J. I. Clark read the report of the Nominating Com- 
mittee as follows: President, Mrs. Harry Huffman; 
president-elect, Mrs. F. L. Chapline; vice-president, 
Mrs. D. C. Cowles; secretary, Mrs. K. H. Sutherland: 
treasurer, Mrs. Paul Seelinger.” 

The report was unanimously accepted. 

Welcomed as special guests of the afternoon were: 
Mrs. Charles Howard and Mrs. W. H. Newman of 
San Diego County, and Mrs. J. S. Brastad of Ana- 
heim, who as speaker of the afternoon gave an inter- 
esting review of “The House of Exile” by Nora Wain 
The book was described as an intimate story of the 
life of a Chinese family of the better class. 

The octet of the Junior College Glee Club favored 
with two lovely numbers, “Sweetest Flower that 
Grows” and “O Holy Night.” 

A message from Mrs. O’Toole and the introduction 
of the new officers closed the meeting. 

The guests were then invited to partake of tea in 
the dining room, presided over by Mrs. F. E. Coulter 
and Mrs. O’Toole. Hostesses with Mrs. Wehrly were: 
Mesdames Harry Huffman, Milo Tedstrom, J. I. 
Clark, and C. S. O’Toole. 

Yuta S. Moore, Secretary. 
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Riverside County—Mrs. A. W. Walker was reélected 
president of the Woman's Auxiliary to the Riverside 
County Medical Society Monday evening at the an- 
nual meeting of the society held at the home of Mrs. 
H. J. Wickman on Orange Street. 

Other officers elected were: First vice-president, 
Mrs. W. W. Roblee; second vice-president, Mrs. J. N. 
Roe; secretary, Mrs. Arthur Miller; corresponding 
secretary, Mrs. Wickman; treasurer, Mrs. C. R. Geith; 
directors, Mesdames G. Wayland Coon, H. E. Felps, 
C. Van Zwalenburg, Bon O. Adams, W. Edwin Gard- 
ner, and Paul Thuresson. 

Mrs. Walker 
follows: Mrs. 
a. A. Card, 


announced committee chairmen as 
Erwin P. Miller, Membership; Mrs. 
Program; Mrs. C. Van Zwalenburg, 
Hospitality; Mrs. Paul Thuresson, Hostess; Mrs. 
Berryman Green, Decorations; Mrs. Ray McCarty, 
Publicity; Mrs. Ralph Smith, Telephone; Mrs. W. W. 
Roblee, Current Events; Mrs. Hervey S. Faris, Nomi- 
nating. 

The next regular meeting of the auxiliary will be a 
social meeting, with cards, to be held at the Com- 
munity Hospital on January 8. 

At the close of the 
served by the hostesses: 


Adams, and Walker. 


evening, refreshments were 
Mesdames Wickman, Card, 


v y y 
Sacramento County. — The regular meeting of the 
Woman’s Auxiliary to the Sacramento Society for 


Medical Improvement was held at the home of the 
president, Mrs. F. N. Scatena, 1400 Forty-first Street, 
Tuesday, December 19, 1933. New officers, named by 
the Nominating Committee at the previous meeting, 
were voted upon and elected unanimously as follows: 
President, Mrs. Howard Hall; first vice-president, 
Mrs. Burt Howard; second vice-president, Mrs. Harry 
Kanner; recording secretary, Mrs. E. O. Brown; cor- 
responding secretary, Mrs. F. P. Brendel; treasurer, 
Mrs. T. Binkley; directors, Mesdames A. K. Dunlap, 
Lillian Arthur, Paul Frame, E. T. Rulison, Russel 
Harris, and Lorenz Ruddy. 

All other business and reports were postponed for 
the next meeting so that a social evening could be 
observed 

Each guest brought a “white elephant” gift, which 
was placed in a large basket inside the front door for 
later distribution to the guests. 
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Cards claimed the attention of all the guests. Mrs. 
Herman Lehne’s singing, accompanied by Mrs. John 
Lagomarsino, gave entertainment while the games 
were in progress. Miss Nancy Jane Pearson read 
original poems and played selections on the accordion, 
Mrs. Grace Pearce read a Christmas poem. 

After the program and card games the guests sang 
Christmas carols and songs, while the hostess, assisted 
by the officers of the year, served refreshments. 


(Mrs.) F. P. Brenpet, 
Corresponding Secretary, 
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San Diego County.—-The San Diego auxiliary held its 
regular monthly meeting on December 12. Following 
a Christmas luncheon, annual reports of committees, 
and election of officers, the members adjourned to 
Vau Clain Home, the tuberculosis department of the 
County Hospital. There they visited the children’s 
wards, were entertained by the children in a program 
in their schoolroom, and left a bag of candy for each 
child’s supper tray as a Christmas remembrance. 

The meeting was well attended, and interesting 
plans are being made for the work of next year. 


NEVADA STATE MEDICAL 
ASSOCIATION 


ED; i, ETE, II ccicetcccccccsvcseccs Kikedacamnecanedtwiine 
E. E. HAMER, Carson City........................ President-Elect 
J. N. VAN METER, Las Vegas First Vice-President 
W. H. FROLICH, East Ely ..... ....... second Vice-President 
HORACE J. BROWN, Reno............ ....secretary-Treasurer 


President 


COMPONENT COUNTY MEDICAL 
SOCIETIES 


WASHOE COUNTY 


The first monthly meeting of the year of the Washoe 
County Medical Society was held in the State Build- 
ing the evening of Tuesday, January 9. The retiring 
president, Dr. A. R. Da Costa, sang his swan song, 
and made a very short gracious speech in which he 
thanked the members for their co6peration in the 
maintenance of the society during the year 1933. 
Doctor Da Costa’s term as president was marked with 
an especially good year. The society collected no dues 
in 1933, by reason of the strenuous depression, and 
very fortunately the year was concluded, after paying 
all expenses, with over $240 in the treasury. Doctor 
Da Costa then introduced the incoming president, Dr. 
H. A. Paradis of Sparks, who made a very practical 
talk, outlining in general the policy which we would try 
to carry out this ensuing year. No case reports were 
presented. Doctor Da Costa, seconded by Doctor Mor- 
rison, moved that the dues for this year be five dollars, 
and the motion was passed. It was also ordered, by 
motion and vote, that the secretary-treasurer collect 
only dues for the county society, and not the state 
society, as had formerly been the custom. A letter 
was read from the Nevada State Nurses’ Association 
pertaining to the appointment of nurses in the new 
hospital from outside the state of Nevada. On motion 
of Doctor Sullivan, and seconded by Doctor Crevelin, 
the letter was ordered placed on file. Doctor Morley 
of Gardnerville urged the importance of exhibiting 
clinical cases and their histories before the 
Dr. J. LaRue Robinson referred to a paper in his pos- 
session with reference to medical insurance. The 
president appointed Doctors Bart Hood, Miller, and 
Da Costa to investigate this paper as to its applica- 
bility to our county affairs, and to report to the next 
meeting. 


S¢ ciety. 


The president then called upon the first speaker of 
the evening, Dr. A. W. Macpherson, who read a paper 
on Spinal Anesthesia. The essence of the paper was 
that spinal anesthesia undoubtedly has a higher mor- 
tality than any other anesthetic. A spinal anesthetic 
produces better relaxation and operative condition 
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than any other anesthetic agent. The use of the spinal 
anesthetic depends upon whether the advantages to 
the surgeon overbalance the increased risk. Certain 
operative procedures, such as repair of lower intestinal 
obstructions and difficult appendectomies, must have 
the degree of relaxation effected by spinal anesthesia. 
In such cases, although the risk is increased, spinal 
anesthesia is the chosen anesthetic procedure, Spinal 
anesthesia is best used combined with a regional an- 
esthetic. The technique of administration varies widely. 
The simplest procedure is the safest. A set routine 
technique should be established and adhered to. 

Doctor Macpherson’s paper was followed by one on 
Ideal General Anesthesia by Dr. A. R. Da Costa. The 
first part was devoted to a brief, historic review of 
anesthesia, followed by a short discussion on the com- 
parative differences in anesthesia of chloroform, ether, 
nitrous oxid, and ethylchlorid. Induction anesthesia 
was dwelt upon, and various drugs named as sug- 
gested in the present-day pharmacopeia. Each of these 
induction drugs varied according to the choice of the 
surgeon or the anesthetist. But in Doctor Da Costa’s 
opinion, usually where a general anesthesia was em- 
ployed, induction by one-sixth of a grain of morphin 
by hypodermic and the anesthesia begun with nitrous 
oxid and finished with ether, the most ideal result was 
produced. Inasmuch, said the essayist, as men differ 
in their opinions, so likewise they differ not only in 
their choice of the anesthetic, but in its administration, 
and also with the drug if any is used for the induction 
period. 

Doctor Da Costa’s address was a scholarly address, 
covering all points and consequences following gen- 
eral anesthesia, especially ether anesthesia. 

In the discussion which followed the presentation 
of these papers, some of the older practitioners re- 
cited their experience with what they knew of chloro- 
form for inducing general anesthesia. Doctor Maclean 
stated that during his internship in the Royal Edin- 
burgh Infirmary there was a record of ten thousand 
chloroform anesthesias without a single death, but 
with the next anesthesia for a minor casualty, the 
patient died. This observation, as to the comparative 
difference of ether and chloroform, was sustained by 
many of the older practitioners who had used chloro- 
form fairly extensively, especially in obstetric cases, 
given under almost every condition without a fatality. 
One of our leading practitioners was of the opinion 
that chloroform would come into its own again in 
America, as it is already the leading anesthetic drug 
of Great Britain. The fact was brought out that the 
anesthetist not accustomed to administering chloro- 
form had better learn how before doing it; and in 
this learning how, after a study of the patient with 
reference to his risk, that chloroform should be ad- 
ministered, bearing in mind that, in overdoses, it is 
a distinct protoplasmic poison, and that rapid adminis- 
tration of chloroform produces a high degree of con- 
centration in which the danger point lies. It was also 
demonstrated that if the anesthetist used fifteen to 
eighteen drops a minute in administration, it produces 
about 3 per cent degree of concentration, while a de- 
gree of 5 per cent concentration is dangerous. The 
anesthetist should be the artist of his profession in 
whatever choice of medication is used; and unless 
qualified by experience and scientific knowledge, he 
had better not be an anesthetist, but call in someone 
who is an expert in this particular line. 


Tuomas W. Batu, Secretary. 








Significance of Vitamins.—Harris states that correct 
nutrition cannot be left to instinct, to the use of natu- 
ral unspoiled foods, to a varied diet or to a process 
of free selection. Recent official reports show that no 
less than from 80 to 90 per cent of the elementary 
school population in London gave evidence of having 
had some degree of rickets, notwithstanding the de- 


‘ creasing severity of the disease. Statistical data have 


been collected to show that, under our climatic con- 
ditions, unless special prophylactic measures are taken, 
some degree of rickets supervenes in a large propor- 
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tion of instances with an appreciable proportion of 
severe cases, and that no common foodstuff contains 
sufficiently large amounts of the antirickets vitamin. 
Cod-liver oil has proved a sterling remedy, but has 
the disadvantage that it may be impracticable to give 
enough to insure full protection in every case. Ex- 
perience shows that the most certain remedy is vios- 
terol. From a practical standpoint it is sometimes an 
advantage to use a food in which the requisite quan- 
tity of viosterol has already been incorporated by the 
manufacturers. Ultraviolet therapy presents difficul- 
ties in the administrative direction for “wholesale” 
prophylaxis. For curative treatment, viosterol is un- 
doubtedly the method of choice; it can easily be given 
at a sufficiently high and precisely standardized level. 
When administering viosterol it is essential to adhere 
strictly to the correct dose, since overdosage gives rise 
to hypervitaminosis. Contrary to what is often sup- 
posed, the toxic overdose for the human being is close 
to the optimal therapeutic dose. The author recom- 
mends a dose of 1,500 international units a day for 
ordinary prophylactic use, and 3,000 or a maximum of 
5,000 units for curative treatment. Experience shows 
that smaller doses may be only partially protective. 
The minimal toxic dose for the infant is about 10,000 
units. The author discusses the mode of action of 
vitamin D and condemns parathyroid treatment for 
infantile tetany and other conditions of calcium or 
phosphate deficiency arising from inadequate retention 
of food calcium and phosphate. Vitamin A cannot be 
regarded as a general anti-infective agent, although 
it is advisable to insure that diets are adequately pro- 
vided with it because the offspring receives but a 
moderate amount prenatally and in the milk. There 
is no evidence to support the suggestion that the 
prevalence of constipation and stasis is due to the lack 
of vitamin B. It is essential that all infants should 
be dosed with adequate vitamin C (orange juice), as 
this vitamin is destroyed to a greater or less extent 
during the pasteurization of milk. — British Medical 
Journal. 


Oral Bismuth in Treatment of Syphilis. — Brigham 
treated a number of patients suffering from syphilis 
with glycerite of bismuth, administered orally. There 
has been marked improvement, both clinically and sero- 
logically. The dosage is often run up to 20 minims 
(1.3 cubic centimeters) three times a day. In weak 
and poorly nourished patients this dosage shows 
slightly toxic results, manifested first in a soreness of 
the gums similar to that due to mercury. When the 
dosage is reduced, these symptoms quickly disappear. 
Glycerite of bismuth has long been used as a tonic, 
and patients usually remark that they feel much better 
after taking the bismuth preparation. In no case in 
which it has been used has the preparation failed to 
produce good clinical results, and only in a few cases 
did it fail to produce excellent serologic results. The 
medication of this form of bismuth was frequently 
continued for a period of three months with a brief 
rest and then another period of three months to clear 
up old cases. The oral administration of bismuth has 
proved a palatable way of giving the drug and is well 
tolerated by the patients, and many of them prefer it 
to hypodermic medication. The advantage over the 
hypodermic medication is that the patient is getting a 
continuous daily supply of bismuth, and not in large 
doses at frequent intervals —Ohio State Medical Journal. 


Carbon Dioxid in Treatment of Bronchial Asthma— 
Faragé shows that, in addition to the medicinal and 
dietary treatments, carbon dioxid inhalation has a cer- 
tain place in the symptomatic treatment of bronchial 
asthma. He found that some asthmatic attacks and 
dyspneas can be favorably influenced by the inhala- 
tion of an 8 per cent mixture of carbon dioxid and 
oxygen. The inhalation of this mixture effects a de- 
crease in the alkali reserve and an increase in the 
lactic acid content of the blood. The pu of the urine 
remains the same, while the ammonia elimination de- 
creases.—Zeitschrift f. d. ges. Experimentelle Medizin. 
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Coming Meetings 

American Medical Association, Cleveland, Ohio, June 
11 to 15, 1934. Olin West, M. D., Secretary, 535 North 
Dearborn Street, Chicago, Illinois. 

Annual Congress on Medical Education and Licensure, 


Chicago, Illinois, February 12 and 13. W. D. Cutter, 
M. D., Secretary, 535 North Dearborn Street, Chicago. 

California Medical Association, Riverside, April 30 
to May 3, 1934. Emma W. Pope, M.D., Secretary, 
2004 Four Fifty Sutter, San Francisco. 

California-Nevada Section of American College of Sur- 
geons, Los Angeles, March 12 and 13, 1934. 

Clinical Congress of the American College of Surgeons, 
Boston, October 15 to 19, 1934. Franklin H. Martin, 
M. D., Director General, 40 East Erie Street, Chicago, 
Illinois. 


Medical Broadcasts* 


American Medical Association Health Talks. — The 
American Medical Association broadcasts each Mon- 
day afternoon from 5 to 5:15 p.m., eastern standard 
time (4 p. m., central standard time), over the network 
of the National Broadcasting Company. 

The American Medical Association broadcasts on 
Tuesday and Thursday morning from 8:55 to 9 a.m., 
central standard time, over Station WBBM (770 kilo- 
cycles, or 389.4 meters). 

There is also a fifteen-minute talk, sponsored by the 
Association, on Saturday mornings from 9:45 to 10 
o'clock, central standard time, over Station WBBM. 
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San Francisco County Medical Society—The San Fran- 
cisco County Medical Society broadcast program for 
the month of February is as follows: 

Tuesday, February 6—KJBS, 11:15 a.m., and KFRC, 
1:35 p.m. Subject: Focal Infection. 

Tuesday, February 13—KJBS, 11:15 a. m., and 
KFRC, 1:35 p.m. Subject: Colds and Their Compli- 
cations. 

Tuesday, February 20—KJBS, 11:15 a. m., 
KFRC, 1:35 p.m. Subject: Pneumonia. 

Tuesday, February 27—KJBS, 11:15 a. m., and 
KFRC, 1:35 p. m. Subject: Communicable Diseases. 

7 7 7 

Los Angeles County Medical Association—The radio 
broadcast program for the Los Angeles County Medi- 
cal Association for the month of February is as 
follows: 


and 


Thursday, February 1—KFAC, 9:15 a.m. Subject: 
Your Doctor and You. 

Saturday, February 3—KFI, 9:15 a.m. Subject: 
Health Talk. 

Tuesday, February 6—KECA, 11:15 a.m. Subject: 


Health Talk. 

Thursday, February 8—KFAC, 9:15 a.m. 
Your Doctor and You. 

Saturday, February 10—KFI, 9:15 a.m. 
Health Talk. 


Subject: 


Subject: 


Tuesday, February 13—KECA, 11:15 a.m. Sub- 
ject: Health Talk. 

Thursday, February 15—KFAC, 9:15 a.m. Sub- 
ject: Your Doctor and You. 

Saturday, February 17—KFI, 9:15 a.m. Subject: 
Health Talk. 

*County societies giving medical broadcasts are re- 


quested to send information as soon as arranged (giving 
station, day, date and hour, and subject) to CALIFORNIA 
AND WESTERN MEDICINE, 450 Sutter Street, San Francisco, 
for inclusion in this column. 


138 


News; Medical Economics; Correspondence; Twenty-five Years Ago 
column; Department of Public Health; California Board of Medical Examiners; and other columns as occasion may 

Items for the News column must be furnished by the fifteenth of the preceding month. For Book Reviews, 
see index on the front cover, under Miscellany. 


| MISCELLANY | 
| 
| 








Tuesday, February 20—KECA, 11:15 a.m. Sub- 
ject: Health Talk. 
Thursday, February 22—KFAC, 9:15 a.m. Sub- 


ject: Your Doctor and You. 

Saturday, February 24—KFI, 9:15 a.m. 
Health Talk. 

Tuesday, February 
ject: Health Talk. 

Nineteen Thirty-Four State Elections.—In the pub- 
lic press it is stated that a primary election will be 
held in California on August 28 and that the final 
election for state officers will be held on November 6. 
This year one United States Senator, the Governor, 
and an entire state ticket will be voted upon. In local 
districts a goodly number of county and local officers 
will come up for election. Registration of voters, 
under the permanent registration law, is in progress 
in California throughout the year except for thirty- 
nine days preceding any particular election, when it 
shall cease for that particular election. Therefore all 
voters should be sure that they are registered at least 
forty days prior to any election if they desire to vote. 


Subject: 


27—KECA, 11:15 a.m. Sub- 


American College of Surgeons— Meeting in Los 
Angeles on March 13-14, 1934.—A cordial invitation 
is extended to the medical profession of California, 
Nevada, and Arizona by the president and Board of 
Regents of the American College of Surgeons, the 
California State Executive Committee, and the Los 
Angeles Committee on Local Arrangements to attend 
the California-Nevada-Arizona sectional meeting of the 
college at Los Angeles on Tuesday and Wednesday, 
March 13 and 14, 1934. An excellent two-day pro- 
gram is being prepared, consisting of well-arranged 
clinics in general surgery, and eye, ear, nose and 
throat surgery at the local hospitals; clinical addresses 
and scientific sessions in which a number of distin- 
guished leaders in surgery will participate, and a hospi- 
tal conference for the discussion of medico-adminis- 
trative and other problems of interest to the medical 
profession, hospital administrators, trustees, and others. 
The sessions will be brought to a close by a large 
community health meeting, at which the visiting 
speakers will talk to the people of the community on 
important health and hospital topics in the interests 
of scientific medicine. 

This meeting will be of scientific value to every 
physician, as well as affording an opportunity of be- 
coming more familiar with the Hospital Standardiza- 
tion Movement which has done so much for the prac- 
tice of medicine in all its branches, and which should 
be furthered to the fullest extent. Hospital problems 
are now of greater interest to the medical profession 
than ever before. 

The Los Angeles Committee on Local Arrange- 
ments is leaving nothing undone to make this a most 
successful meeting. A large attendance and a good 
program are assured. Further information pertaining 
to this meeting can be obtained by addressing Dr. 
Clarence G. Toland, 1930 Wilshire Boulevard, Los 
Angeles, chairman, or Dr. C. Hiram Weaver, 1709 
West Eighth Street, Los Angeles, secretary of the 
Committee on Local Arrangements. 


New York Polyclinic Medical School and Hospital. 
The new physical therapy department of the New 
York. Polyclinic Medical School and Hospital was 
opened on Monday, December 11, 1933. Many promi- 
nent physicians and surgeons as well as other guests 
were present. This department is located in the new 
clinic building of the Polyclinic Hospital, and is under 
the supervision of Dr. Richard Kovacs. 
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Food and Drug Bill.—An Associated Press dispatch 
dated January 18, gives the following information: 

Senator Royal Copeland, Democrat of New York, 
called a meeting of the senate commerce subcommittee 
for late in the afternoon, with a view to having his 
redrafted bill to regulate the sale of foods, drugs and 
cosmetics substituted for the original measure which 
drew widespread opposition. 

Despite the revisions which Senator Copeland said 
were designed to meet objections to the provisions 
giving broad powers to the secretary of agriculture 
and the advertising penalty section, leaders said a 
stormy journey faces the measure in both the com- 
mittee and the senate. 

Rexford G, Tugwell, assistant secretary of agricul- 
ture, who framed the original bill, has expressed dis- 
en at the changes made by Senator Cope- 
land. 


Mid-Winter Clinical Course—Eye, Ear, Nose, and 
Throat.—The third mid-winter clinical course in oph- 
thalmology and otolaryngology commenced in Los 
Angeles on January 15 and continued through Janu- 
ary 26. 

The guest lecturers were the following: Professor 
Anton Elschnig of the German University Eye Clinic 
at Prague, Czechoslovakia; Dr. Hans Knopf, Marien- 
bad, Czechoslovakia; John F. Barnhill, M.D., Uni- 
versity of Indiana; Edward C. Sewall, M.D., Stan- 
ford University Medical School, San Francisco; Hans 
Barkan, M.D., Stanford University Medical School, 
San Francisco; Harry L. Baum, M. D., Denver, Colo- 
rado; Vern O. Knudsen, Ph. D., University of Cali- 
fornia at Los Angeles; Ernest M. Hall, M. D., School 
of Medicine, University of Southern California. 

In addition to the cadaver work given in the School 
of Medicine of the University of Southern California, 
clinics in eye, ear, nose and throat were held at the 
Los Angeles County General Hospital through the 
courtesy of the attending staffs on those services. 





Southeastern Surgical Congress.—The Southeastern 
Surgical Congress will hold its fifth annual assembly 
in Nashville, Tennessee, March 5, 6, and 7. The 
Andrew Jackson Hotel will be hotel headquarters and 
the lectures and exhibits will be in the War Memorial 
suilding. The following doctors will occupy places on 
the program: Fred H. Albee, New York; W. Wayne 
Babcock, Philadelphia; S. O. Black, Spartanburg; 
Vilray P. Blair, St. Louis; Frank K. Boland, Atlanta; 
J. B. Brown, St. Louis; D. B. Cobb, Goldsboro, N. C.; 
George W. Crile, Cleveland; T. C. Davison, Atlanta; 
John F. Erdmann, New York; P. G. Flothow, Seattle; 
Seale Harris, Birmingham; M. S. Henderson, Roches- 
ter, Minn.; Arthur E. Hertzler, Halstead, Kansas; 
Chevalier Jackson, Philadelphia; Walter C. Jones, 
Miami; Dean Lewis, Baltimore; Joseph F. McCarthy, 
New York; C. Jeff Miller, New Orleans; A. J. 
Mooney, Statesboro, Ga.; John J. Moorhead, New 
York; Edward T. Newell, Chattanooga; Fred Rankin, 
Lexington, Ky.; Paul H. Ringer, Asheville; Stewart 
Roberts, Atlanta; George H. Semken, New York; 
Phil C. Schreier, Memphis; Arthur M. Shipley, Balti- 
more; H. E. Simon, Birmingham; A. O. Singleton, 
Galveston; J. R. Young, Anderson, S. C.; Waitman 
F. Zinn, Baltimore. 

For information write Dr. B. T. 
tors Building, Atlanta. 


3easley, 1019 Doc- 


American Public Health Association—The Ameri- 
can Public Health Association announces that its 
sixty-third annual meeting will be held in Pasadena, 
September 3-6, 1934. The Western Branch of the 
American Public Health Association, with a member- 
ship of more than 1,200 from eleven western states, 
will hold its fifth annual meeting at the same time. 

Dr. J. D. Dunshee, health officer of Pasadena, has 
been appointed chairman of the local Committee on 
Arrangements. He will be assisted by Dr. John L. 


Pomeroy, president, and Dr. W. P. Shepard, secretary 
of the western branch, and other prominent public 
health authorities on the west coast. 
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Microscopic Pathology and X-Ray Conferences at 
Riverside.—In order to make it possible for members 
to attend both the Microscopic Pathology and the 
X-Ray Conferences at Riverside on Sunday, April 29, 
1934, the Pathology Conference will be held from 
10 a. m. to 3 p. m., and the X-Ray Conference from 
3 to 5 and from 8 to 10 p. m. 

On account of space limitations it will be necessary 
to limit the number in attendance to forty at each con- 
ference. Reservations may be made through the office 
of the Cancer Commission, 450 Sutter Street, San 
Francisco. 

Announcements of program and committees in 
charge will appear in the next number of CALIFORNIA 
AND WESTERN MEDICINE. 


Federal Relief Aid—A total of more than $36,- 
700,000 was spent for unemployment relief in Cali- 
fornia during the calendar year 1933, according to a 
preliminary report made by the California State Emer- 
gency Relief Commission at a week-end meeting in 
the State Building. 

Archbishop Edward J. Hanna is chairman of the 
Commission, a nonpartisan, nonsectarian, nonsalaried 
body, appointed by the Governor. 

The monthly average of California families aided 
was 119,000, representing 504,600 persons. 

Of the total amount spent, $9,800,000 was Recon- 
struction Finance Corporation loans to counties, $7,- 
900,000 was in grants from the Federal Emergency 
Relief Administration, $5,200,000 was spent by coun- 
ties from loans they had obtained from state un- 
employment relief bond issue, and $13,800,000 came 
from various county funds. 

Federal relief moneys were distributed to forty-five 
of the fifty-eight counties, while twenty-one counties 
received funds from the state bond issue. As an oper- 
ating principle it was agreed that federal, state, and 
county governments should each contribute one-third. 
—San Francisco Examiner, January 21. 





Floating Congress of Pan-American Medical Asso- 
ciation, March 14 to 30, 1934. 

President: Dr. John O. McReynolds, Dallas, Tex. 

Secretaries: Dr. Joseph J. Eller, 745 Fifth Avenue, 
New York, N. Y.; Dr. J. E. Lopez, Silvero, Cuba. 

The Pan-American Medical Association announces 
that the plans for the Fifth Scientific Congress are 
well under way. This will be held in the form of a 
sixteen-day cruise to Cuba, Panama, Colombia, Vene- 
zuela and Puerto Rico, sailing from New York on 
March 14, 1934, and returning on March 30, 1934. 
The steamship Pennsylvania, a_ beautiful modern 
ocean liner of 32,000 tons displacement, has been 
specially chartered for the Association. The steamship 
Pennsylvania caters to every whim and desire of the 
most exacting traveler and is an ideal choice of ship 
for the Floating Congress. 

The Governors of the Fifth Congress are as follows: 


Chevalier Jackson, Governor of North American 
Activities. : 
Hugh Young, English-speaking Governor for Ha- 


vana. 


J. A. Presno, Spanish-speaking Governor for Ha- 
vana. 

José G. Lewis, English-speaking Governor for 
Panama. 

Charles Mayo, Governor of Floating Section. 

J. J. Vallarino, Spanish-speaking Governor for 
Panama. 

Lewellys Barker, English-speaking Governor for 
Caracas. 

Harlow Brooks, English-speaking Governor for 
Cartagena. 

Daniel Brigard, Spanish-speaking Governor for 
Cartagena. 

Miguel R. Ruiz, Spanish-speaking Governor for 


Caracas. 
George W. 


Zachman, Spanish-speaking Governor 
for San Juan. 
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Damasco de Rivas, English-speaking Governor for 
San Juan. 

The congresses of the Association which were held 
in Havana in 1929, Panama City in 1930, Mexico, 
D. F., in 1932, and in Dallas in 1933, did much to 
cement friendly relations and to stimulate the inter- 
change of medical science among the various countries 
in the Western Hemisphere—an aim of the Associa- 
tion which will again be furthered by this cruise. 

The decision to make the Fifth Congress of the 
Association a Floating Congress is a most happy one, 
for it gives the members and guests of our Associa- 
tion an opportunity of visiting several Latin American 
countries and of acquainting themselves with each 
other’s medical problems. This trip, furthermore, will 
be an expression of our friendship and good will 
towards our Latin-American neighbors. 


ITINERARY 
8S. 8. PENNSYLVANIA—SIXTEEN DAYS 


Port Arrival Departure 
New York . Mar. 14—12:00 noon 
Havana Mar. 17——10:00 a. m. Mar. 17—10:00 p.m. 
Colon Mar. 20—10:00 a. m. Mar. 20— 8:00 p.m. 
Cartagena ... Mar. 21—12:00 noon Mar, 21— 5:00 p.m. 
Puerto Cabello.. Mar, 23— 6:00 a. m. Mar. 23— 5:00 p.m, 
La Guaira Mar. 24 6:00 a.m. Mar, 24— 5:00 p.m. 
San Juan Mar. 26— 6:00 a. m. Mar. 26— 5:00 p.m, 
New York Mar. 30 8:00 a.m, 

Rates—$185 and up 


At various ports of call there will be receptions ar- 
ranged by the local doctors. It has been decided that 
out of sentiment and respect for the great South 
American patriot and leader, Bolivar, the Congress 
disembark at Santa Marta, Colombia, the birthplace 
of Simon Bolivar. In Venezuela the government 
will defray all expenses of the members, wives and 
families while on Venezuelan soil and this includes 
sight-seeing, automobiles, hotels, etc. In Venezuela 
our entire party will motor from Puerto Cabello to 
Maracay, where a luncheon reception will be given 
in honor of the Congress by President Gomez. After 
luncheon there will be a two-hour session of scien- 
tific papers at which certain North American phy- 
sicians will participate. That evening there will be a 
grand ball and banquet and the entire party will stay 
overnight in Maracay. At San Juan, Puerto Rico, the 
Association will be the guests of the Columbia Uni- 
versity School for Tropical Medicine. 

The scientific program will consist of twenty-four 
papers to be read in each medical section specialty 
or six addresses daily for four days. This will be 
done during the voyage from Havana to Caracas. 
There also will be a scientific congress of one day in 
Venezuela. 

The Pan-American Medical Association invites 
members of the medical profession in good standing 
to join this delightful cruise with their wives and 
families. Physicians joining the cruise may also in- 
vite a limited number of non-medical friends. 

Aside from the scientific program, there will be 
special features of entertainment, such as bridge tour- 
naments, deck sports, swimming in the two outdoor 
pools, talking pictures, dancing, concerts, costume 
balls, etc., so that everyone should be assured of hav- 
ing a delightful time. 

Participating doctors from the West Coast can 
leave the Pennsylvania at La Guaira and make direct 
connections back via Colon, the Panama Canal and 
the western coast, visiting various ports in Central 
America, returning to San Francisco April 10 or 14. 

The American Express Company has been ap- 
pointed the official agent for the convention cruise, 
and will handle all reservations, subject to the ap- 
proval of the Association. Any physician interested 
in attending this Congress can secure additional in- 
formation by communicating with Dr. Charles P. 
Mathé, vice-president of the Association, 450 Sutter 
Street, San Francisco. 





Erratum.—In the article on “Ruptured Ventral 
Hernia” by H. M. Ginsburg, as printed on page 49 
of the January CaLirorNIA AND WESTERN Mepicine, the 
word “centigrade” was used instead of “Fahrenheit.” 
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Subject of following letter: A presentation of some 
of the medical phases of the California Workmen’s 
Compensation Act. 


To the Editor:—Enclosed please find manuscript re- 
cently furnished the Los Angeles County Medical So- 
ciety for the Society’s “Bulletin.” It occurs to me that 
it might be of interest to the readers of CALIFORNIA AND 
Western Mepicine. If in your opinion it gives desira- 
ble information to the profession on the subject- 
matter, kindly give it space in one of your columns. 

Fraternally yours, 


Joun H. Graves, M. D., 
Medical Director. 
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“Apparently very few members of our profession 
understand the purposes and method of operation of 
the Workmen’s Compensation Laws. When the Act 
was before the Legislature in 1913, it would have been 
an easy matter for the medical profession to have 
secured any reasonable arrangement for distribution 
of this work and payment for services rendered. I still 
recall vividly my futile efforts to interest the then 
leaders of the profession in any way in procuring pro- 
visions that would be satisfactory to the profession. 

“The law, as proposed and as adopted, disregarded 
certain phases of accepted medical ethics. For in- 
stance, the patient’s doctor could be selected by the 
insurance carrier, and if the patient had already selected 
his own doctor, the insurance carrier could and often 
had replaced the patient’s doctor with one of its own 
choosing. This is done on the theory that as the 
insurance carrier is compelled to pay for the medi- 
cal service, the carrier should exercise the right of 
selection. 

“Of course, the law was intended primarily to pro- 
tect employees from financial loss due to injury re- 
ceived in the course of their employment. It soon 
was construed to indemnify them also against injury 
to their health and consequent loss of employment due 
to diseases which arose as a result of that employ- 
ment, or exacerbation of preéxisting disease due to 
their occupation. Accordingly a commission was cre- 
ated, the members of which were appointed by the 
Governor to serve for varying lengths of time. It be- 
came the duty of the Commission, on which no gradu- 
ate of medicine has ever served, to pass upon highly 
controversial and technical problems such as correct- 
ness of diagnosis, nature and extent of disability, 
reasonableness of medical and surgical fees charged 
for service rendered, and innumerable other problems 
which required medical education and experience to 
understand, Consequently, the Commission created a 
medical department consisting of a medical director 
and assistant medical directors to whom they could 
turn for consultation and advice in such matters. 

“Now separate and quite distinct from these activi- 
ties there was, under the law, provision made for the 
establishment of the State Compensation Insurance 
Fund. To all intents and purposes this fund is a big 
casualty insurance company operated and controlled 
by the State of California instead of by private inter- 
ests, and is in direct business competition with all 
insurance companies writing casualty insurance in 
California. This state insurance company, known as 
the ‘Fund,’ is organized much along the same lines 
that any similar insurance company is organized; that 
is, it has a business manager, a legal department, a 
medical department, and various other departments 
similar to those of other insurance companies. An 
insurance company (and the State Compensation Fund 
is one of such) insures employers against financial 
loss for injuries which may result to their employees 
in the course of their employment. This necessitates 
furnishing not only indemnity for disability, loss of 
wages due to injury, and death benefits in case of 
death, but medical and surgical service and hospitali- 
zation. 
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“Treatment Services —This medical service which the 
State Fund contracts to render is under the direction 
and control of its medical department, and the method 
of procuring this service varies in different districts 
according to the nature of the industries within the 
district, population, hospital facilities and various other 
factors. In some of the larger centers the medical 
department of the ‘Fund’ appoints doctors who con- 
stitute a ‘panel’ for rendering emergency service. In 
other communities no such panel exists and the in- 
jured workman is free to go to any reputable member 
of the medical profession for treatment, if the doctor 
chosen is not objected to by his employer, or the 
insurance carrier if the employer has taken out insur- 
ance. This is the case in Los Angeles, where no panel 
has been created and where injured employees are 
free to choose their own medical adviser unless their 
employer or the insurance carrier objects. 

“Consultation and Special Services—In some com- 
munities the Fund maintains emergency panels and 
also lists of names of doctors to whom it refers un- 
usual cases that apparently have not progressed favor- 
ably in the hands of the physicians originally called, 
and for certain special injuries that seemed to require 
the services of those medical men who have concen- 
trated their attentions on one of the medical or surgi- 
cal specialties. 

“In other communities lists of this type are main- 
tained where no emergency panels exist, and this is 
true of your city of Los Angeles. 

“Again, in some communities no panels or lists of 
any type are maintained, and the injured employee 
seeks his own physician or surgeon, who continues 
to treat the case until either recovery occurs or it is 
apparent that special and expert service is indicated. 

“Now the question is asked, ‘By what authority 
does the medical department select those physicians 
and surgeons whose names appear on the various 
panels? 

“The following is quoted from the Workmen’s Com- 
pensation Laws: 

“Sec, 38 (a). The commission is hereby vested with full 
power, authority and jurisdiction over the state compen- 
sation insurance fund and may do and perform any and 
all things whether herein specifically designated, or in 
addition thereto, which are necessary or convenient in 
the exercise of any power, authority or jurisdiction over 
said fund in the administration thereof, or in connection 
with the insurance business to be carried on by it under 
the provisions of this act, as fully and completely as the 


governing body of a private insurance carrier might or 
could do.”’ 


“Sec. 88 (b) (4). The commission may conduct all busi- 
ness and affairs, relating to the state compensation insur- 
ance fund, whether herein specifically designated or in 
addition thereto.”’ 


“Sec. 39. In conducting the business and affairs of the 
state compensation insurance fund, the manager of the 
said fund or other officer to whom such power and au- 
thority may be delegated by the commission as provided 
by subsection (c) of section thirty-eight thereof, shall 
have full power and authority: (7) To contract with phy- 
sicians, surgeons and hospitals for medical and surgical 
treatment and the care and nursing of injured persons 
entitled to benefits from said fund.”’ 

“Tt appears to me on investigation that the Fund 
suggests the names by just the same authority and 
with the same freedom that the medical department 
of any other casualty company selects those who are 
to render service. 

“The question is also asked, if I understand it cor- 
rectly, ‘How are the physicians whose names appear 
on the panels of the Fund selected?’ 

“As to how they have been selected in the past I 
am not in a position to answer, but it is my opinion 
that they were selected because of their professional 
qualifications, their character, their personality and 
their acquaintance with officials of the Fund, includ- 
ing those of the medical department. At the present 
time, however, they are being chosen because of their 
professional qualifications and their willingness to per- 
form industrial accident work. 


_“In your own city of Los Angeles, the reference 
list that had been in use for a long period of time 
contained the names of many excellent men, some of 
whom I have long known personally and well. Like 
any long list of doctors, there were names of some 
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who are considered by everyone as outstanding in 
their profession. There were other names of whom 
this probably could not be said. 

“Many, especially in our own profession, have long 
entertained the belief that a much wider distribution 
among the medical profession of Fund cases is de- 
sirable from the standpoint of the employee, the em- 
ployer, the profession, and the Fund. The question 
arises, how can this be procured? It is my personal 
belief that if the names of the entire medical pro- 
fession in Los Angeles were added to the reference 
list that was being used prior to the recent change, 
the cases would have continued to go to the same men 
who were at that time performing this work. The 
reason for this is because many of those gentlemen 
had established, as a result of their connection with 
the Fund, reputations in their various specialties, that 
they had become acquainted with the officials of the 
Fund, and that they had a thorough knowledge of the 
necessity for prompt reports which would briefly yet 
adequately describe the nature of the injury and the 
progress of the case, that they knew how and when 
to render bills for service, having, in fact, a thorough 
knowledge of all of the paper work or, as it is some- 
times called, the ‘red tape’ of the business. 

“So, if a wider distribution of the work is desirable, 
it seemed that it could be best accomplished by first 
of all removing all of the names then on the list and 
replacing it with the names of equally competent men 
who never had had an opportunity of performing this 
work or of profiting by the experience and the added 
income. 

“As has been stated before, it seems wise to con- 
tinue the policy of adding from time to time additional 
names including many of those who previously were 
on the referred list. 

“While practice of this nature can no more be 
equally distributed than can private practice, it would 
seem that a much wider distribution is not only possi- 
ble, but highly desirable. 

“IT think the members of your society should know 
that names of physicians to whom patients are to be 
sent are chosen more nearly in rotation than hereto- 
fore, and also that it is a mistake to believe that those 
men who are now on the panel list are getting any- 
thing at all like the number of cases or receiving any- 
thing approaching the compensation that those phy- 
sicians who were on the list during the industrial 
activity which preceded the depression received. The 
statement has been made that a few physicians on the 
previous list received monthly checks ranging from 
$1,000 to $1,500 for services rendered to employees 
insured under the Fund. On inquiry, I am informed 
that this is correct. 

“Conditions at present are entirely different. For 
instance, during the month of September there were 
three outstanding checks, the largest of which is to a 
hospital association which does emergency business 
and over which the Fund exercises no control, and 
could only control by the appointment of an emer- 
gency panel and insisting upon cases going direct to 
the men on the panel. The next largest check for 
$493.95 was in favor of an orthopedist who was also 
on the previous list and who has since been added to 
the present list. The other large check of $489.20 was 
for a firm of doctors who were not on the previous 
nor are they now on the present list. I note the ab- 
sence of checks for some of the men who are on the 
list and other checks not exceeding $5 for men whose 
names are on the list for reference work. 

“This would seem to answer the questions which 
have been asked. If not, it will be my pleasure to 
give any additional information on the subject. 

“Under one previous administration a tremendous 
amount of this work was controlled and handled by 
one physician. It is commonly believed, and probably 
true, that the financial returns to him were very large. 

“Such an arrangement under the law is always 
possible, but the present administration believes that 
a wide distribution of the cases to competent doctors 
will in the long run prove more satisfactory to all 
concerned. 

“And that is the policy which is now in force. 
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“Under the present administration of these medical 
activities, one of the large county medical societies 
was offered the opportunity to accept and distribute 
among its members the work of the Fund. For rea- 
sons best known to themselves both the opportunity 
and the responsibility were declined. If the Los An- 
geles County Medical Society cares to submit a list 
of names for the performance of this work in your 
community, I shall use my best endeavors to have 
future appointments selected from the list furnished.” 


Subject of following letter: Warning concerning a 
solicitor. 


To the Editor:—Some weeks ago a Mr. Tanner 
called at our office soliciting signatures for a petition 
to Congress asking that there be no changes made in 
the present status of veterans’ disability which granted 
medical service and hospitalization only for actual 
service-connected disabilities. 

This petition was supposed to be sponsored by the 
Disabled American Veterans of the World War. It 
naturally appealed to medical men, as it was aimed 
against further expansion of the Government medical 
service. 

Together with the signature to the petition a modest 
financial contribution to the expenses of the campaign 
was requested. 

The writer decided to inquire further before con- 
tributing, and a reply from the national headquarters 
of the Disabled American Veterans of the World War 
brought 4 reply that they had no information relative 
to Mr. Tanner, and that the D. A. V. does not employ 
agents soliciting contributions relative to congressional 
matters. 

This Mr. Tanner was a very tall man, well over 
six feet, broad-shouldered and red-faced. He had a 
beautiful document purporting to be an authorization 
from the D. A. V. 

A warning about this individual published in Catt- 
FORNIA AND WESTERN MEDICINE might save many of our 
members from being imposed upon. 

Yours truly, 
D. K. Piscner, M. D. 


Subject of following letter: A communication from 
the California Division of Industrial Welfare on the 
subject of working hours for women. 


Los Angeles, January 18, 1934. 

To the Editor:—A knowledge of the wage and hour 
provisions in the enclosed copy of Industrial Welfare 
Commission Office Order No. 9a should be in the 
possession of every employer of office women and/or 
minors in the State of California. This order became 
effective August 28, 1933, and stipulates a minimum 
wage that may be paid in this state to a woman who 
has had no experience of $12 a week, and to one 
who is under eighteen years of age a minimum of $10 
a week as a beginner. There is an increase through 
a period of six months until the apprentice reaches 
$16. This is the least wage that may be paid to a 
woman and/or minor in an office who has had six 
months in this state in the line of work which she is 
employed to do. 

Through your channel of publicity will you see that 
this information is extended to the members of your 
profession? 

You will find in Section 8, (a) and (b), provisions 
for overtime work, provided that any more strict or 
limiting provisions that might be set up in a code 
would prevail. The regulations in this office order do 
not apply to a registered nurse in her professional 
capacity. 

My office in San Francisco and in Los Angeles will 
be glad to answer any questions or to provide addi- 
tional copies of the order as requested. 

Yours very truly, 
Division oF INDUSTRIAL WELFARE, STATE OF 
CALIFORNIA. 
Mrs. Mabel E. Kinney, Chief. 
112 State Building. 
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CALIFORNIA CHIROPRACTIC 
ACT* 


AN IMPORTANT SUPERIOR COURT 
DECISION 


The following opinion went into the court records 
when Judge William P. James, on January 16, 1934, 
handed down his decision in the Superior Court at 
San Jose, California. 
No. 43645 FILED 

Jan. 16, 1934 
HENRY A. PFISTER, Clerk 
3y Albert J. Newlin, 

Deputy 
In the Superior Court of the State of California 
in and for the County of Santa Clara 


THE PEOPLE OF THE STATE OF CALIFORNIA ON 
THE RELATION OF THE CHIROPRACTIC LEAGUE 
OF CALIFORNIA, a Voluntary Association, 

Plaintiff and Cross-complainant, 


vs. 
ROSCOE C. STEELE and LOIS B. 


doing business under the style of 
STEELE, 


STEELE, 
DRS. 


partners 
STEELE & 
Defendants, 
v8. 
GLEN J. SIPES and J. K. CHRISTIE, and ASSOCIATED 
CHIROPRACTORS OF CALIFORNIA, a_ Voluntary 
Association, Interveners and Cross-defendants. 


MEMORANDUM OF OPINION 

“This cause is prosecuted by the State of California, 
through the Attorney General, to enjoin the practice of 
certain healing methods in treating the physical ailments 
of human beings within the State. It was originally 
brought against the defendants, Roscoe C. Steele and 
Lois B. Steele; but through subsequent pleadings, similar 
charges are brought against interveners and 
defendants, Glen J. Sipes and J. K. Christie, and 
latter will be referred to hereafter, in company 
Steele and Steele, as defendants. 

“The issues, both of law and of fact, are few and quite 
definite. 

“The defendants have certificates issued to them to 
practice the healing art, under the Chiropractic Act, and 
thereby licensed to practice Chiropractic, and not other- 
wise. They hold no other license to practice any healing 
art in California. 

“They are practicing, and are advertising and holding 
themselves out to the public as practicing, certain modes 
of treating the sick or afflicted, termed ophthalmology, 
nasal therapy, otology, intestinal flushing, pharyngology, 
laryngology, genito-urinary therapy, proctology, iridiag- 
nosis, scientific colon hygiene, sinusoidal current, elec- 
tronics, diathermy or artificial fever, d’arsonal auto- 
condensation, cold quartz, ultraviolet light, galvanic cur- 
rent, and diet. 

“These modalities, the defendants claim they are en- 
titled to practice under their certificates issued them by 
the State, licensing them to ‘practice Chiropractic.’ If 
this be so, the case of the State must fail; and hence we 
are primarily concerned here with the proper construction 
to be given the Act under which their licenses are issued. 

“Some procedural objections have been raised in the 
case, of which we will first dispose, before undertaking 
the solution of the main problem. 

“The right of the State to regulate the practice of heal- 
ing arts is conceded. For the proper and practical exer- 


cross- 
these 
with 


cise of this function, it is obviously necessary to set some 
standards of learning and skill, which should be_ the 
qualifications of persons practicing these arts. And to 


such persons as are shown to possess these qualifications, 
the State may issue permits or licenses to so practice; at 
the same time, and as a necessary protective measure, 
forbid such practice by persons not so licensed. As long 
as these regulations are uniform in their application, they 
are proper, and will be upheld. 

“Of course, it is conceivable that a strict application 
of such regulations might exclude from practice persons 
possessing even a greater degree of skill and learning 
than is necessary to meet the requirements, but who 
have not obtained such licenses. The answer to such an 
objection, however, is apparent on the face of it. If such 
persons actually possess such deep learning and skill, it 
should be an easy matter to establish the fact, and obtain 
the required license by complying with the established 
regulations. 

‘“‘Laws regulating the practice of the healing arts are 
of the highest importance to the public welfare. They 
are enacted in the necessary protection of the health and 
lives of the people. The sick and the suffering are credu- 
lous of promises to cure; and few have the ability, if 
they have the inclination, to determine for themselves 
the qualifications of the practitioner. In the enactment 
and strict enforcement of these salutary regulations, the 
people have their measure of safety and protection from 


* See also editorial comment in this issue of CALIFORNIA 
AND WESTERN MEDICINE, page 123. 
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ignorance or worse. Without such they would be the prey 
of charlatans and quacks, 

“It would be difficult to conceive of anything more di- 
rectly affecting the public health, or the comfortable 
enjoyment of life, than these laws. 

“And equally certain is it that the violation of them is 
injurious to public health and interferes with the com- 
fortable enjoyment of life. 

“These considerations bring the matter within the legal 
definition of a nuisance. And, as the practice of the heal- 
ing art, in violation of the regulatory statutes would 
affect a considerable number of people, or even an entire 
community or neighborhood, it would constitute, in law, 
a public nuisance. 

“That the commission of a public nuisance may be 
enjoined is well settled. Nor does the fact that the act 
constituting the same is punishable as a crime deprive 
the State of the right to the more sweeping and effective 
remedy in equity. 

“It is, therefore, my opinion that the facts herein 
pleaded will justify the relief sought. 

“Having disposed of the preliminary objection having 
to do with the remedy herein sought, the principal issue 
of the case will be considered. 

“It is unlawful for anyone in this State to practice, or 
attempt to practice, or to advertise or hold himself out 
as practicing, any system or mode of treating the sick 
and afflicted, or to diagnose, treat, operate for, or pre- 
scribe for, any ailment, blemish, deformity, disease, dis- 
figurement, disorder, injury, or other mental or physical 
condition of any person, without having, at the time of 
so doing, a valid, unrevoked license so to do. 

“There are various forms of such licenses provided for 
under several statutes; and each of these licenses or 
certificates confers upon the lawful holder thereof the 
right to practice such healing art, by the method, and to 
the extent, only, as prescribed by the Act under which it 
is authorized. It is a grant—not a limitation. Its rights 
conferred are measured by what it expressly permits, and 
not by what it fails to forbid. 

“The defendants, as heretofore stated, hold only certifi- 
eates or licenses, issued under the Chiropractic Act; and 
the enabling part of that Act is contained in Section 7 
thereof, reading as follows: 

“17. Certificate to practice. One form of certificate 
shall be issued by the board of Chiropractic exam- 
iners; which said certificate shall be designated ‘Li- 
cense to practice Chiropractic,’ which license shall 
authorize the holder thereof to practice Chiropractic 
in the State of California as taught in Chiropractic 
schools and colleges; and also to use all necessary 
mechanical and hygienic and sanitary measures inci- 
dent to the care of the body, but shall not authorize 
the practice of medicine, surgery, osteopathy, den- 
tistry, or optometry, nor the use of any drug or medi- 
cine now or hereafter included in materia medica.” 


“On a reading of this section, with respect to its ap- 
plication to the case at bar, two questions at once present 
themselves for solution before a proper conclusion herein 
can be reached. 

“Ist: What is meant by the use, in the statute, of the 
term ‘Chiropractic’? 

“2nd: How much additional license, if any, is conferred 
by the clause, ‘and, also, to use all necessary mechanical 
and hygienic and sanitary measures incident to the care 
of the body’? 

“With regard to the first question: 

“The word ‘Chiropractic’ is a modern, fabricated word 
apparently from two Greek derivatives; and may be freely 
translated as ‘manipulation by hand.’ It was applied to 
the system of healing, conceived and developed by Doctor 
Palmer, about forty years ago. He practiced and taught 
the system—founding a school therefor, which was the 
original and central source of Chiropractic theory and 
practice, and which is still functioning as the parent 
school of Chiropractic. 

“Doctor Palmer defined Chiropractic as ‘... a system 
of adjusting the segments of the spinal column by hand 
only, for the correction of the cause of disease.’ 

“Another definition is as follows: ‘Chiropractic is the 
science of palpating and adjusting the articulations of the 
human spinal column only.’ 

“A third and more comprehensive definition which is 
found in Dorland’s Dictionary is: ‘A system of adjust- 
ment consisting of palpation of the spinal column to as- 
certain vertebral subluxations followed by the adjustment 
of them by hand, in order to relieve pressure upon nerves 
at the intervertebral foramina, so that the nerve forces 
may flow freely from the brain to the rest of the body.’ 

“Without attempting to unduly prolong a discussion of 
the essential character of Chiropractic theory, it may be 
stated, generally, that the science or art of Chiropractic 
is found in these general propositions: that in the brain 
of the human animal is the point of control of an innate 
intelligence which sends its controlling forces by way of 
the spinal cord through the spinal column and _ then 
through the various nerve trunks emitting from the 
spinal cord and passing through the intervetebral for- 
amina to nerve branches ramifying to all parts of the 
body, through the perfect functioning of which health is 
maintained, but through interference with the _ trans- 
mission of those innate forces through or over the nerve, 
disease is produced; that owing to the spinal column 
being the only segmented structure of bone through 
which these nerve trunks pass and the possibility of dis- 
placement of its segments changing the size and shape of 
the intervertebral foramina, subluxation occur and there 
offer interference with the transmission of innate forces 
directly or indirectly; that all disease is thus traceable 
to impingements of nerve tissue in the spinal column. 
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Chiropractic claims the knowledge of this all-inclusive 
cause of disease and the ability to adjust and correct 
these displacements of the segments of the spinal column, 
thereby removing interference with the transmission of 
the innate forces. It claims that such adjustment does 
not add any material forces to the body, but allows the 
innate to restore to normal what it would have had had 
there been no interference. In this manner, it is claimed, 
health is restored. 

“It will thus be observed that the theory, science or 
art of Chiropractic is quite definitely circumscribed in its 
character, scope and practice. 

“On the trial of this case, it appeared that there were 
two groups or schools of Chiroproctic, which were gener- 
ally referred to as ‘The Palmer Schools’ and ‘The Mixing 
Schools’—these latter schools teaching the practice of the 
modalities, or some of them, referred to in the pleadings 
here, and the practice of which it is sought to enjoin in 
this action. It is claimed on the part of the defendants 
that, because of licenses or certificates of the defendants 
entitling them to ‘practice Chiropractic as taught in the 
Chiropractic schools or colleges’ and such modalities are, 
in fact, taught in these latter schools or colleges, that 
they are thereby licensed to practice such modalities. 
With this contention the Court is not in accord. It is 
not alone the fact that the healing art which it is under- 
taken to practice is taught in such schools or colleges 
that entitles the licentiate to practice the same; but also 
that it is, fundamentally or essentially, Chiropractic. The 
teaching of music may be carried on in a Chiropractic 
school, but that would not make music part of the art 
or science of Chiropractic. There is no limitation upon 
what may be taught in such schools; but in order to 
render teaching of such schools the basis of the licen- 
tiate’s practice, such teaching must be of the art and 
science itself—which must be Chiropractic. By no stretch 
of the imagination, in the Court’s view, can the practice 
of these various modalities complained of be brought 
within any reasonable construction or definition of Chiro- 
practic. If their use is justified at all by the defendants, 
it must be justified solely upon the theory that the prac- 
tice of the same is permitted by the clause. ‘...and 
also, to use all necessary mechanical and hygienic and 
sanitary measures incident to the care of the body. . 

“It is the contention of the defendants that these vari- 
ous modalities may properly be practiced by one with a 
Chiropractic certificate as being necessary mechanical 
and hygienic and sanitary measures incident to the care 
of the body. 

“An examination of the character of these several 
modalities would seem to quite effectually answer this 
contention. 

“Diathermy, sinusoidal current, d’arsonval autoconden- 
sation are all therapies in which various forms of electri- 
cal currents are applied to the human body for various 
purposes... all of them possessing elements of grave 
danger when applied unskillfully—and all of them being 
as far removed from the broadest possible concept of 
Chiropractic. 

“In the practice of the modalities of proctology and so- 
called scientific colon hygiene, the practitioner inserts 
into the body, through the rectum, instruments and other 
substances up the descending colon through the trans- 
verse colon and down the ascending colon as far as the 
cecum, traversing practically the length and breadth of 
the interior of the lower abdomen. By no stretch of the 
reason can it be said that this is a necessary hygienic or 
sanitary measure incident to the care of the body. 

“Nor can the Court view the use of cold quartz or 
ultraviolet ray as a hygienic or sanitary measure or a 
mechanical measure incident to the care of the body. 

“Genito-urinary therapy includes treatment of all of 
the genitals and urinary parts of the body, and in these 
parts are the bladder, prostate gland and the kidneys; 
and the treatment of which involves the insertion into 
these parts of instruments, or other materials, and this, 
it is claimed, is a necessary mechanical hygienic or sani- 
tary measure incident to the care of the body. To state 
the proposition is at once to refute it. 

“The practice of ophthalmology, or treatment of the 
eyes, nasal therapy, or treatment of the nose, otology, or 
treatment of the ears, pharyngology, or treatment of the 
pharynx, and laryngology, or treatment of the larynx, 
are all special therapies which are ordinarily committed 
even by those practicing under the all-inclusive phy- 
sician’s and surgeon's certificate to specialists, and can, 
in the Court’s opinion, in no manner be brought within 
the clause of Section 7 of the Chiropractic Act now under 
consideration; and are certainly far removed from any 
known definition of Chiropractic. 

“The Court does not intend to, nor does it, express any 
opinion as to whether the defendants, or other chiro- 
practors of their school, have, or have not, the proper 
training, knowledge and skill to safely use these modali- 
ties in their practice nor whether they should, or should 
not, be permitted to do so. With those matters it is not 
concerned. It is here dealing solely with the state of the 
law of California as applicable to persons holding certifi- 
cates to practice Chiropractic; and it is the Court’s opin- 
ion that the practice of the modalities here in question 
is not included in those things which may be done or 
practiced under the authority of a license or certificate 
issued under the Chiropractic Act, as now in effect. 

“It follows from the views herein expressed that a de- 
cree be rendered for the plaintiff and against the defend- 
ants, and each of them, as prayed for, enjoining the 
defendants from the practice of the modalities in question; 
and it is accordingly so ordered. 


“Plaintiff will prepare and submit findings. 
"WILLIAM F. JAMES, Judge.” 






ra 















144 CALIFORNIA AND 


TWENTY-FIVE YEARS AGO* 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 


Vol. VII, No. 12, February, 1909 


From some editorial notes: 


Why Not Good Laws?—A good many wise men have 
said that it would pay the state richly to allow our 
legislators to draw an annual salary for, say, ten years, 
and stay at home and attend to their several busi- 
nesses. But that is altogether too Utopian. A legis- 
lator is to legislate and every two years he must do 
something. Then why not see that some good things 
are done; some things for the public health and wel- 
fare? Or shall it always be that we have first con- 
sideration for the hog and the dollar, and then, if 
we have time, devote a little of it to children’s lives 
and the public health? ... 


A bout Editorials —The question is occasionally asked 
by some members, and at times presents itself in the 
form of criticism, “Why does not the journal devote 
its editorial space to strictly scientific editorials on 
medical subjects, written by the leading men in the 
state?” The same question presented itself to the 
Publication Committee some years ago and was dis- 
cussed at length. The gist of the matter, without 
going into details, is about this: There are plenty of 
medical journals dealing exclusively with scientific 
medical questions; the scientific editorials in The 
American Medical Association Journal, for instance, are 
the best of their kind published. This journal was 
established for the purpose of stimulating organiza- 
tion; of helping the physicians of California in mate- 
rial ways; of bringing to their attention questions of 
vital sociological importance. ... 


Insurance Impertinence—Surely, there can be noth- 
ing under heaven more absolutely and insultingly im- 
pertinent than an insurance company. It calmly says 
to the medical profession, “You are a cheap bunch 
and we will dole out to you what we please; we will 
pay you about what we would have to pay ordinary 
unskilled labor, and we, the officers, will take all the 
surplus income as our salaries.” ... 


From an article on “The Utilization of Social Waste 
Products” by W. A. Briggs, M.D., Sacramento. 

One of the chief factors in modern industrial prog- 
ress is the utilization of those by-products which for- 
merly were mostly if not wholly waste. Coal-tar is 
a noteworthy example of these one-time wastes, which, 
in so large a measure, constitute not only the wealth 
of the modern chemist, but in this particular instance, 
of the manufacturer, artist, and therapeutist, also... . 


From an article on “The Treatment of Tuberculosis 
with Intravenous Injections of Tuberculin and Atoxyl” 
by Max Rothschild, M.D., San Francisco. 

The following paper gives a report of a number of 
cases of tuberculosis which have been treated with 
intravenous injections of Koch’s old tuberculin and 
atoxyl, with more or less rest in bed, and with a prepa- 
ration of creosote and phenacetin internally. .. . 


From an article on “The Itch” by Douglass W. Mont- 
gomery, M.D., San Francisco. 


With a fine eye out for something with vim and 
snap to it, the Scotch took the thistle for their emblem. 


* This column strives to mirror the work and aims of 
colleagues who bore the brunt of society work some 
twenty-five years ago. It is hoped that such presentation 
will be of interest to both old and new members. 
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News Items 


On January 15, 1934, Governor Rolph reappointed 
to the Board of Medical Examiners, Doctors Clark L. 
Abbott, Percival Dolman, and Charles Sturgeon, each 
for a term ending January 15, 1938. 


’ 


The 1933 annual report of the Board of Medical 
Examiners, recently filed with Governor Rolph, men- 
tions that statistics show “the credulous in this coun- 
try pay $125,000,000 every year for the upkeep of 
fortune tellers, crystal gazers, astrologers, numerolo- 
gists, palmists, card manipulators, tea-leaf readers and 
other charlatans,” the report indicating that out of 
3.1 billion dollars spent annually in the United States 
for the prevention and care of sickness, $300,000,000 
were wasted on patent medicines and $127,000,000 on 
cultists not prepared to render professional care. An 
“army of fakers delude the gullible, break the law, 
destroy health and not infrequently maim or kill.” 
Closer codperation between federal, state, and munici- 
pal law enforcement agencies gives promise to further 
curtail this army of fakers. 

Radio broadcasting affords unusual opportunities 
for fakers to approach an enormous group heretofore 
reached by printed advertisement. The popularity of 
radio advertising may be accounted for, because to 
hear something told is more enjoyable than to have 
to read it. Limited literacy or deficient eyesight is 
also said to be a factor in the popularity of this new 
form of advertising. Soothsayers buy time on various 
broadcast programs, vend hokum at so much per, sell 
knowledge which they do not possess, and give advice 
that is often destructive. 

Willard Thompson, alias Wilber Lester Parker, re- 
ferred to in the board’s 1931 annual report, again 
visited California and imposed on our citizens during 
the year just closed. He was recently reported ar- 
rested by federal authorities in Mississippi. 

Another 1931 impostor (George Stanley Paris) fell 
into the clutches of the law in 1933, and is now said 
to be doing time in the state prison at Folsom. 

John W. Ramsey, falsely claiming medical creden- 
tials, and in trouble in San Francisco in 1926, is sought 
by the police on a warrant charging him with violation 
of the Medical Practice Act, and Frederick Woelfli, 
falsely claiming medical credentials, is said to be serv- 
ing a sentence in Napa County. 

Again the “face peelers” took their fatal toll, and 
three licensed physicians and surgeons were called 
before the board for aiding and abetting the unlicensed 
in these operations. 

Eyelash dye exacted its toll in California as well as 
elsewhere. 

The hospital association racketeers were unusually 
active in 1933, selling contracts for medical, surgical, 
dental and hospital services, which complainants said 
were not fulfilled. The bank accounts of the pro- 
moters waxed fat, and the shame of it all lies in the 
fact that those least able to lose are the ones who are 
stung. 

Faith in mystic charms, bordering on voodooism, 
is still found among certain residents of our state. 


Thirty-eight licentiates were called before the board 
for various derelictions, the larger number having been 
charged with narcotic violations. Fourteen licenses 
were revoked, one license suspended, and fourteen 
licentiates were placed on probation. Three were dis- 


* The office addresses of the California State Board of 
notion! Examiners are printed in the roster on advertising 
page 6. 
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